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Management of hypertension is a daily 
responsibility with most physicians. Dur- 
ing the past few years, new drugs have 
been developed which are capable of low- 
ering specifically the blood pressure in 
hypertensive patients. There is no univer- 
sal opinion concerning indications and 
contraindications for such agents. Too 
frequently, individual investigators, or 
groups, have been overly interested in de- 
fending specific drugs or therapeutic regi- 
mens. As a result, not enough attention 
has been devoted to the development of 
an over-all approach to the treatment of 
hypertension, and to determining when 
the effective and useful agents should be 
used. This report presents an outline of 
the method for using the most effective 
antihypertensive agents for the treatment 
of hypertensive vascular disease. 


The known antihypertensive drugs re- 
duce the blood pressure either by blocking 
vasoconstrictor impulses centrally, or by 
blocking the transmission of these impuls- 
es within the sympathetic nervous system. 
Since there are many individual differ- 
ences in the pharmacology of these agents, 
the proper drug should be selected, es- 
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sentially on the basis of the severity of 
the disease. The therapist should have an 
understanding of the physiology of the 
autonomic nervous system, the pathologi- 
cal physiology of hypertension, and the 
pharmacodynamics of autonomic drugs, 
in order to use autonomic blocking agents 
effectively. The potential benefits from 
therapy depend, for the most part, upon 
selection of the appropriate drug for each 
individual clinical situation, plus careful 
attention to dose titration and adequate 
follow-up. 


PHARMACOLOGY Of HYPERTENSION 

Until such time as the complete patho- 
genesis of hypertension is understood 
completely, treatment must remain upon 
an empirical and symptomatic basis. It 
is well established that elevation of the 
blood pressure produces vascular damage 
and symptoms therefrom, regardless of 
the etiology of the disease. Evidence is 
now accumulating rapidly which indicates 
that many complications can be prevented, 
or improved when present, by effective 
reduction in blood pressure with the cur- 
rently available antihypertensive agents. 
It follows naturally, that as a general rule, 
the most notable indication for antihyper- 
tensive agents will be a significant ele- 
vation in the diastolic blood pressure, par- 
ticularly if accompanied by evidence of 
vascular deterioration. 

Figure 1A presents a diagramatic rep- 
resentation of the regulation of blood 
pressure by the sympathetic nervous sys- 
tem in the normal individual. Numerous 
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Figure 1(A).—Diagramatic representation of 
method by which the sympathetic nervous sys- 
tem operates to regulate the blood pressure in a 
normal individual. (B) The patient with severe 
hypertension shows a marked increase in vaso- 
constriction in response to the outflow of vaso- 


constrictor impulses over sympathetic nervous 
system. (Courtesy Am. J. Med. Sci. 230:33, 
1955). 


nervous influences come to play on the 
autonomic nervous system in the brain, 
at the hypothalamic level. These are in- 
tegrated and finally emerge via the vaso- 
regulatory centers over the sympathetic 
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nervous system as_ vasoconstrictor im- 
pulses, and thence travel to the blood ves- 
sels producing a vasoconstriction which 
maintains the blood pressure. In Figure 
1B we have represented the patient with 
severe essential hypertension. Under such 
circumstances, there is either a great in- 
crease in the outflow of vasoconstrictor 
impulses, or increased responsiveness of 
the blood vessels to a normal outflow of 
vasoconstrictor impulses. As a result, the 
arterioles throughout the body constrict 
and thus increase peripheral resistance. 
This is followed by a rise in blood pres- 
sure to hypertensive levels. The cardiac 
output and blood volume are usually not 
affected. 

When the blood pressure becomes ele- 
vated in a hypertensive patient, it can be 
lowered by depressing the outflow of vaso- 
constrictor impulses along the sympathetic 
nervous system. This can be done central- 
ly (hydralazine, veratrum, and rauwol- 
fia), at the sympathetic ganglia (hexa- 
methonium, pentolinium, mecamylamine) 
or peripherally at the neuro-effector site 
(adrenergic blockade), the best drug 
available for this latter purpose being 
Dibenzyline. The site of action of the 
various drugs which depress these vaso- 
constrictor impulses within the brain and 
sympathetic nervous system is presented 
diagramatically in Figure 2. 

The majority of the symptoms and al- 
tered functions resulting from prolonged 
or severe hypertension may be attributed 
to damage of three important vascular 
beds: the brain, the heart, and the kid- 
neys.' Damage to these important vascu- 
lar beds may be prevented by reducing 
the blood pressure. Therefore, it is ra- 
tional to treat all of the patients with 
severe disease, as well as those with mod- 
erately severe disease, in the hope of pre- 
venting progression and the development 
of serious complications. However, since 
malignant hypertension is such a rapidly 
progressive disease, resulting in death in 
the majority of the patients within one 
year, it is easier to evaluate the effect 
of treatment of such patients since shorter 
periods of follow-up are required to reach 
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pathetic nervous system to the blood vessels. 
(Courtesy S. Med. J. 48:1245, 1955). 
valid conclusions. The beneficial effects 


of adequate reduction of blood pressure 
in patients with malignant hypertension 
are encouraging. The untreated patient 
with malignant hypertension usually dies 
of cerebral hemorrhage, coronary occlu- 
sion or heart failure, or from progressive 
renal damage which can be the most dev- 
astating of all the complications. How- 
ever, when the patient is treated effective- 
ly, these complications can be frequently 
prevented, even after the onset of the 
malignant phase of the disease (Tables 
1 to 3). For example, Table 1 shows the 
survival rate in a group of patients with 
malignant hypertension, studied before 
the advent of effective antihypertensive 
agents, compared to a similar group of 
patients who were treated effectively, 
since these agents become available in 
1952. 
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TABLE 1 
SURVIVAL IN 
PATIENTS WITH 
HYPERTENSION 


COMPARISON OF 
UNTREATED 


TREATED AND 
MALIGNANT 








Number 


Patients Survival for 
lreated lto2 years 
Jefferson Davis Hospital 
Untreated (1948 to 1952) 22 6 (27%) 
Treated 
Normal BUN 11 10 (91%) 
Elevated BUN 5 3 (60%) 
Schroeder & Perry * Less 
Untreated ? than (10% ) 
Treated 
Normal BUN 47 37* (79%) 
Elevated BUN 40 24 (50%) 
*S of these who died stopped therapy of their own “ae- 
cord; if these are discarded, the survival becomes 929%. 


Untreated patients (with malignant hy- 


pertension) surveyed at Jefferson Davis 
Hospital, prior to 1952, showed a one 
year survival rate of 27 per cent. 


Schroeder and Perry” observed a survival 
rate of less than 10 per cent in untreated 
patients. In another series at Jefferson 
Davis Hospital, who were started on ef- 
fective therapy between 1952 and 1953, 
the survival rate was 91 per cent in the 
patients who showed minimal renal dam- 
age, as indicated by BUN determinations. 
However, in patients in whom the blood 
urea nitrogen was elevated, the survival 
rate was only 60 per cent. This indicates 
that after renal damage has occurred, the 
prognosis becomes increasingly unfavor- 
able. The results of Schroeder and Perry? 
are similar. Therefore, it is well sub- 
stantiated that adequate antihypertensive 
therapy in patients with severe hyperten- 
sion, makes it possible to improve greatly 
the prognosis, even though renal damage 
already exists as indicated by an elevated 
blood urea nitrogen. However, despite 
adequate therapy, it is still obvious that 
the greater the renal damage, the poorer 
the prognosis, and consequently, the less 
effective the therapy. We can conclude 
that adequate control of the blood pres- 
sure not only arrests, but may actually 
improve the vascular changes associated 
with severe hypertensive vascular disease 
in some instances. If this is true for the 
kidney, there is no reason to believe that 
it should not occur in other vascular 
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beds which are prone to vascular damage 
resulting from severe hypertension. 


TABLE 2 
PROGRESSIVE DETERIORATION IN) RENAL 
FUNCTION IN A TYPICAL PATIENT WITH 


MALIGNANT HYPERTENSION PRIOR TO 1950 


Glomerular Renal 
Blood Filtration Blood 
Pressure Rate Flow 
Time mm Hyg ml/min ml/min. 
Control 270/150 90 990 
2 months 248/156 70 720 
4 months 260/160 55 600 
8 months 250/160 40 200 
10 months 270/165 28 120* 
11 months Death! Death! 


Death! 








* uremia 


TABLE 3 
EFFECT OF ANTIHYPERTENSIVE TREATMENT 
ON PATIENT W. L. WITH MALIGNANT 
HYPERTENSIVE VASCULAR DISEASE 


Mean Glomerular 


Kenal 
Blood Filtration Blood 
Pressure Rate Flow 
min Hyg. ml/min. ml/min, 
No treatment 
Control 160 90 940 
After 6 months 
(no therapy) 175 55 365 
After treatment 
3 months 105 52 410 
1 year 98 56 458 
2 years 110 520 


60 





Table 2 outlines the results of differ- 
ential renal function studies in one pa- 
tient with malignant hypertension who 
was followed for ten months. There was 
a progressive deterioration of renal func- 
tion, indicated by reduction in glomerular 
filtration rate and renal blood flow. He 
died eleven months after admission to the 
clinic. Table 3 presents the data on a 
similar patient, who was observed initial- 
ly two years later. After he had been fol- 
lowed for six months without therapy, 
effective measures for reducing blood 
pressure became available. During the six 
months prior to therapy the glomerular 
filtration rate decreased from 90 cc. per 
minute to 55 cc. per minute, and renal 
blood flow was reduced more than 50 per 
cent; both of these are indicative of severe 
renal vascular deterioration. However, 
when an effective reduction in blood pres- 
sure was obtained, there was no further 
deterioration in renal function, but at the 
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same time, these did not return to normal. 
The follow-up, one and two years later, 
indicated essentially the same renal func- 
tion that was observed immediately after 
the initial period of blood pressure regu- 
lation. We can, therefore, conclude that 
adequate control of blood pressure will 
prevent renal vascular deterioration, but 
once this has occurred, reversal towards 
normal is minimal. 
THERAPEUTIC PROGRAM IN CLINICAL 
MANAGEMENT OF HYPERTENSION 

Table 4 outlines our suggested thera- 

peutic approach to the out-patient treat- 


TABLE 4 


SUGGESTED THERAPEUTIC APPROACH TO THE 
TREATMENT (OUT-PATIENT) OF HYPERTENSION 
Severity of Hypertension _ : - Therapy widink: 
MILD 

Labile Rauwolfia * 


Fixed Diastolic Rauwolfia * alone or with 
Hydralazine + 

or 
Ganglionic blocking agents ¢ 


SEVERE .Rauwolfia * plus 
Ganglionict or Adrenergic** 
blocking agents 

* Daily dose of 4 mg. alseroxylon (Rauwiloid), 500 mg. 


of whole root or 1 mg. of reserpine. 

’ Start with 25 mg. after each meal and at bedtime and 
gradually increase to a maximum of 600 mg, or until 
blood pressure is controlled. 

i Start on small doses of ganglionic blocking agent such 
as 125 mg. hexamethonium after each meal and at bed 
time, 40 mg. of pentolinium after each meal and at bed 
time or 2.5 mg. of mecamylamine after breakfast and 
supper. Increase progressively until blood pressure is 
adequately reduced in the upright position. 

Phenoxybenzamine (Dibenzyline) - start with 
twice a day and gradually increase the dose. 


> mg 


ment of hypertension. This program is 
based on detailed clinical observations ob- 
tained with many antihypertensive agents, 
used singly or in combination, for the 
treatment of hypertension in our clinics. 
The basic rule is to use the less potent 
centrally acting drugs for the treatment 
of less severe disease,‘ and to reserve the 
more potent peripherally acting agents 
(ganglionic and _ adrenergic blocking 
agents) for the treatment of severe dis- 


tt Patients with diastolic blood pressures of 
less than 100 mm. Hg. are not treated with anti- 
hypertensive agents. Patients with diastolic pres- 
sures between 100 and 110 mm. Hg. are treated 
only if they exhibit progression and complica- 
tions due to hypertensive vascular disease. 
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ease. We have reached this conclusion 
because the less potent drugs, such as rau- 
wolfia and hydralazine,“ are easier to 
regulate, and the side effects are usually 
not as severe when they are effective. 
Unfortunately, these agents are rarely ef- 
fective when used singly for the treat- 
ment of patients with severe hypertension. 
In patients with severe disease, we have 
found that rauwolfia* compounds should 
be used as basic medication, in conjunc- 
tion with the other more potent agents. 
Therefore, we start all of the patients (if 
therapy is indicated) on one of the rau- 
wolfia compounds. After an effective re- 
sponse has been obtained, if the blood 
pressure has not returned to normotensive 
levels, another agent is given concurrent- 
ly with the rauwolfia. 


Rauwolfia Alone and in Combination 
with Hydralazine (Apresoline): In the 
patient with mild diastolic hypertension 
but in whom the blood pressure is fixed, 
it is usually preferable to try hydralazine 
in combination with rauwolfia when rau- 





* Furnished as Apresoline by Ciba Pharmaceu- 
tical Products, Inc. 
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wolfia alone is inadequate. This combi- 
nation produces very little orthostatic ef- 
fect, a serious detriment to the use of the 
more potent ganglionic blocking agents 
and adrenergic blocking agents. Long 
term management is accomplished more 
readily with a combination of rauwolfia 
and hydralazine if this combination will 
reduce the blood pressure adequately, but, 
unfortunately, this is frequently not the 
case. However, a therapeutic trial should 
be instituted. After the dose of hydrala- 
zine has been titrated to a maximum of 
600 mg. per day, if an effective reduction 
in blood pressure has not been obtained, 
this combination should be discontinued 
immediately and a more effective potent 
agent employed. No antihypertensive drugs 
shoud be continued if they do not produce 
an effective therapeutic response because 
of the potential side effects inherent in 
the use of these agents. 


There is very little difference in the 
therapeutic effectiveness of the various 
rauwolfia preparations whether the pure 
alkaloids such as reserpine be used or the 
compounds containing muitiple alkaloids 


‘ 5). 3 rmore, re is very 

+ Furnished as Alseroxylon (Rauwiloid) by (Table 5) page iaye hi e A pn 

Riker Laboratories and as reserpine (Serpasil) little difference in t " incidence OF side 

by Ciba Pharmaceutical Products, Inc. effects (Table 6). We prefer to use al- 
TABLE 5 





BLOOD PRESSURE RESPONSE TO DIFFERENT EXTRACTS OF 


RAUWOLFIA 





Control Diastolie less than 





Control Diastolic more than 





120 mm. Hg. but more than 120 mm. Hg. (Subgroup By Totals (Subgroups A & B) 
100 mm. Hg. (Supgroup A) 
Num Num Num 
ber Respon Normo- | ber Respon Norme ber Respon Normo- 
Treat- sive tensive | Treat- sive tensive Treat sive tensive 
Drug ed No. * No. % + ed No % * No. IP ed No. ¢ No. % 
Roxinil ; 
(Group 1) 27 18 67 13 48 1; 8 62 2 15 40 26 65 15 38 
Alseroxylon 
(Group 2) 69 34 49 30 43 49 26 53 12 24 118 60 51 42 36 
Rauwolfia 
(Group 3) 21 11 52 6 29 21 12 57 3 14 42 23 55 9 21 
Reserpine 
(Group 4) 28 13 46 9 32 34 20 59 2 6 62 33 53 11 18 
Rescinnamine 
(Group 5) 42 19 45 8 19 42 21 50 3 7 84 40 48 11 13 
Totals and 
per cent 187 95 51 66 35 159 87 55 22 14. 346 182 53 88 2€ 
* Per cent ‘of patients in this subgroup who obtained a reduction in mean blood pressure of 20 mm. He or more from 
control value. 
+ Per cent of patients in each subgroup who became normotensive (blood pressure less than 150/100). 


From Moyer, et al AMA Arch. Int. Med., 96:530, 1955. 





SUMMARY OF 
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TABLE 6 
PHARMACODYNAMIC RESPONSES (BENEFICIAL 
TO DIFFERENT EXTRACTS OF 





AND UNTOWARD) 


RAUWOLFIA 











Rauwolfia 





Roxinil Alseroxylon (Whole Root) Reserpine Rescinnamine 

No. * % 4 No. * %t No. * % + No. * No. * Yot 

Total Number Treated 40 100 118 100 42 100 62 100 84 100 

Side Effect 
Beneficial 
Blood pressure reduction 26 65 60 51 23 55 33 53 40 48 
Bradycrotic response 28 70 77 65 31 74 44 71 46 55 
Sedation 20 50 63 53 24 57 29 47 29 35 
Sense of well being 16 40 67 57 21 50 22 35 23 ST 
Uutoward 

Nasal congestion 22 55 85 72 31 74 40 65 43 51 
Diarrhea 5 13 7 6 3 7 3 5 6 7 
Increased appetite 24 60 72 61 26 62 37 60 28 33 
Weight gain 19 48 73 62 22 52 31 50 34 40 
Fatigue and weakness 16 40 13 11 10 24 27 44 13 15 
Dizziness 12 30 8 7 4 10 13 21 4 5 
Nightmares 4 10 7 6 3 7 4 6 3 4 
Dysuria 1 3 3 2 1 2 1 2 0 0 
Impotence 2 5 1 1 1 2 2 3 0 0 
Syncope 0 0 0 0 0 0 1 2 1 1 
Muscular aches 3 8 1 1 2 5 6 10 0 





* Number of patients showing this particular response to the specific drug. 
t Patients presenting side effect expressed as per cent of total number of patients treated with this particular drug 


From Moyer, et al, AMA Arch. Int. Med., 96:530, 19%. 


seroxylon (Rauwiloid) since it is less like- 
ly to produce excessive fatigue and weak- 
ness than does reserpine. 

Hydralazine should always be used in 
combination with rauwolfia compounds 
since the incidence and severity of side 
effects due to hydralazine are intolerable 
when this drug is used alone (Table 7). 
Although rauwolfia reduces greatly the 
side effects due to hydralazine, particu- 
larly, such side actions as_ palpitation, 
nausea and vomiting and headaches, these 


TABLE 7 
COMPARISON OF INCIDENCE OF SIDE EFFECTS 
DUE TO HYDRALAZINE (APRESOLINE) WHEN 


USED ALONE AS COMPARED TO THE INCIDENCE 
WHEN IT IS USED IN COMBINATION 
WITH RAUWOLFIA 








Hydralazine 
Alone 

‘, of Patients 
Treated 


Hydralazine 
plus Rauwolfia 
“> of Patients 


Side Effects Treated 





Weakness & Fatigue 22 53 
Diarrhea 7 13 
Dizziness (Mild) 22 47 
Nausea & Vomiting 37 20 
Headache 37 7 
Tachycardia 55 7 
Palpitations 52 7 
Angina 7 2 
Nervousness 21 15 








are not prevented completely. When they 
occur to a marked degree it is usually 
best to discontinue this drug combination 
since the side effects may become so se- 
vere that the patient will not continue on 
anti-hypertensive therapy. If the hyper- 
tension is sufficiently severe to warrant 
the use of more potent therapy, one of 
the ganglionic blocking agents should be 
substituted for the hydralazine. 


When hydralazine is given, it should be 
used by the titration method beginning 
with small doses, 25 mg. four times a day, 
and increasing until an optimal blood 
pressure response is obtained. The maxi- 
mum dosage of hydralazine, regulated by 
the upright blood pressure, should be 600 
mg. daily. The response rate with this 
combination in one group of patients in 
our clinic has been 67 per cent; of these 
patients 18 per cent have become normo- 
tensive. The combination of rauwolfia 
plus hydralazine is particularly useful in 
patients with hypertension associated with 
significant renal disease, and who are not 
responsive to rauwolfia alone. This com- 
bination is less apt to produce the pre- 
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cipitous drops in blood pressure so com- 
monly seen with peripherally acting agents 
such as ganglionic and adrenergic block- 
ing agents. Such a response will aggra- 
vate the renal failure. 

Rauwolfia plus Ganglionic Blockage: In 
the treatment of moderate to severe hy- 
pertension, the experience of most investi- 
gators suggests that rauwolfia plus gang- 
lionic blockade, with either hexamethon- 
ium,* pentolinium,” chlorisondamine* or 
mecamylamine?‘ offers the most effective 
means for reducing the blood pressure. 
This combination also represents by far 
the most difficult of the commonly em- 
ployed regimens to control, unless meticu- 
lous attention is given to such details as 
control of constipation, careful dose titra- 
tion, and thorough evaluation of the pa- 
tient’s symptoms during therapy. There 
is essentially no difference between chlor- 
isondamine (Ecolid) and _ pentolinium 
(Ansolysen) (Table 8); it will be noted 
that the incidence of blood pressure re- 
sponse and the normotensive rates are 
about the same. Both of these agents are 
considerably more potent than hexame- 
thonium (Table 8) and have a longer 
duration of action. Therefore, they are 
to some degree easier to use than hexa- 
methonium. However, Table 9 shows that 
it is obvious that insofar as the incidence 





* Furnished as Methium by Warner-Chilcott 
Laboratories. 

** Furnished as Ansolysen by Wyeth Labora- 
tories. 

+ Furnished as Ecolid by Ciba Pharmaceuti- 
cal Products, Inc. 

t Furnished as Inversine by Sharp & Dohme, 
Div. of Merck & Co. 
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of side effects is concerned, there is very 
little difference between hexamethonium 
and the other ganglionic blocking agents. 


Recently, a new ganglionic blocking 
agent has become available. This is a 
secondary amine, rather than a quater- 
nary ammonium compound. This drug is 
known as mecamylamine (Inversine). It 
is absorbed completely from the gastro- 
intestinal tract, and in addition to pro- 
ducing ganglionic blockade, it has some 
central sedative effect. The duration of 
action is prolonged, frequently up to 
thirty-six hours. Despite the duration of 
action, greater potency, and complete ab- 
sorption, as compared to the other gang- 
lionic blocking agents, it still has the same 
side effects that are seen with quaternary 
ammonium compounds, i.e., parasympa- 
thetic blockade and frequent variability 
of blood pressure reduction. The latter 
results from the variability in sympathetic 
activity which patients display from time 
to time (Figure 10). 


Table 10 summarizes the blood pressure 
response in a group of 11 patients who 
were given mecamylamine intramuscular- 
ly, and on a subsequent day were given 
the same dose daily. There is essentially 
no difference either in the onset of action, 
the duration of action or in the degree of 
blood pressure reduction for the group. 


Special Problems Associated with the Use 
of Rauwolfia plus Ganglionic Blocking 
Agents: 

Dose Titration: 

There are some rules which must be ob- 
served when ganglionic blocking agents 
are used. One of the most important of 














TABLE 8 
COMPARISON OF BLOOD PRESSURE RESPONSE (UPRIGHT) WITH DIFFERENT 
GANGLIONIC BLOCKING AGENTS COMBINED WITH RAUWOLPIA 
acpi : | Rauwolfia : 
Mecamylamine Pentolinium Chlorisondamine 
(Inversine) Hexamethonium (Ansolysen) (Ecolid) 
No. % No. % No. % No. % 
Number Patients Treated 80 100 75 100 75 100 44 100 
Repsonsive 75 94 57 76 59 79 35 80 
Normotensive 30 38 28 37 25 33 14 32 
Unresponsive 5 6 18 24 16 21 9 20 
Average 24 hour dose 25 mgm 2307 mgm 341 mgm 253 mgm 


of Responsive Patients 














COMPARISON OF SIDE 
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TABLE 9 
EFFECTS OBSERVED WITH 
GANGLIONIC BLOCKING AGENTS WHEN COMBINED WITH RAUWOLFIA 









DIFFERENT 





Mecamy lamine 
(Inversine) 


Bradycardia 50 
Nasal Congestion 33 
Constipation 69 
Weakness 46 
Increased Appetite 23 
- Weight Gain 14 
Dizziness 45 
Syncope 5 
Nausea 11 
Vomiting 3 
Blurred Vision 43 
Impotence {i 55 
Anxiety-Depression 0 
Sedation 56 
Photophobia 12 


* Initially with Hexamethonium alone 
+ Observations net available 
ti Observations made on males only 


TABLE 10 
COMPARISON OF BLOOD PRESSURE RESPONSE TO 
MECAMYLAMINE WHEN GIVEN ORALLY AND 
PARENTERALLY (MEAN VALUES FOR 
11 PATIENTS) 





Cs Route of Administration 


Intramuscular 


Oral Route Route 





Control Blood Pressure - 
Upright 


Systolic (mm. Hg.) 186 181 
Diastolic (mm. Hg.) 119 120 
Supine 
Systolic (mm. Hg.) 203 203 
Diastolic (mm. Hg.) 126 125 
Blood Pressure after Drug 
Upright 
Systolic (mm. Hg.) 122 118 
Diastolic (mm. Hg.) 81 82 
Supine 
Systolic (mm. Hg.) 165 160 
Diastolic (mm. Hg.) 98 97 
Dose (mg.) 19 20 
Onset of Action (minutes) 37 46 
Duration of Action (hours) 22 21 


these is adequate dose titration. For 
example, Figure 3 presents the blood pres- 
sure response of two different patients 
to the same dose of ganglionic blocking 
agent. In one patient the blood pressure 
did not decrease with 10 mg. of mecamyla- 
mine, whereas in the other patient receiv- 


Hexamethonium 





Rauwolfia 4 


Chlorisondamine 
(Eecolid) 


Pentolinium 
(Ansolysen) 


‘ ‘ c 
‘ 





68 67 66 
61 51 68 
52 49 59 
35 32 43 
21 32 23 
20 35 23 
35 40 50 

5 1 9 
26° 7 23 
26° 7 9 
65* 7 50 
50* 7 50 

3 4 —_ 
27 39 25 


@ 
| 
oo 
w 
Jo} 


ing the same dose, excessive reduction in 
pressure occurred. This emphasizes the 
necessity of starting the patient on a small 
dose and increasing it gradually until an 
appropriate dose, which produces the de- 
sired response, is obtained for each in- 
dividual patient. This minimizes the in- 
cidence of side reactions and serves to 
prevent episodes of excessive reduction in 
blood pressure. 


A COMPARISON OF THE DOSAGE RESPONSE IN TWO 
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Figure 3.—Blood pressure response to meca- 
mylamine in two different patients given the 
same dose (10 mg.). One obtained no reduction 
in blood pressure, in the other an excessive re- 
duction occurred, thus demonstrating the neces- 
sity of individualizing the dose for each patient. 
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Figure 4(A).—Dose titration of pentolinium 
(Ansolysen). A small but inadequate response 
to rauwolfia was observed. When pentolinium 
was added in progressively increasing amounts, 
an effective reduction in blood pressure was ob- 
tained with a dose of 250 mg. per day. After 
the blood pressure was reduced and the hyper- 
tensive cycle broken, it was then possible to 
control the pressure at a lower dose of pento- 
linium. (B) Dose titration of mecamylamine 
(Inversine) with a response similar to that ob- 
served in Figure 4(A). The rauwolfia is given 
first for a period of 2 to 8 weeks, the duration 
of giving Rauwolfia (alone) depending upon the 
severity of the disease and the urgency for early 
reduction of blood pressure. After the effect of 
rauwolfia is established, the ganglionic blocking 
agent is started in small doses and increased 
progressively at weekly intervals until an ade- 
quate reduction of blood pressure is obtained 
in the upright position. There is usually some 
orthostatic effect and maximum blood pressure 
reduction is obtained in the upright position. 
Although this is not ideal, the patient’s blood 
pressure can be controlled at normotensive lev- 
els, for 16 to 18 hours a day, the period of 
time the usual patient is up and about. Addi- 
tional support to this type of response (ortho- 
static effect) at night can be obtained if the 
patient sleeps with the head of his bed tilted 
upward. 


Constipation and Ileus: 
Constipation, which may progress to 
ileus if untreated, or treated inadequately, 


~~ 


can be a serious problem with the use of 
any ganglionic agents. It is essential that 
strict attention be given to this problem, 
and that cathartics and cholinergic agents 
be used freely. As with the blood pressure 
response, the constipating effect of the 
blocking agents is an individual response, 
and, as a result, the method for combat- 
ting this problem must be individualized 
for each patient. The optimal approach 
for each patient must be determined by 
trial and error. In some patients the 
cholinergic agents such as_ prostigmine,* 
in a dose of 15 to 30 mg. given orally 
before each meal, is quite adequate. How- 
ever, in other patients this produces 
cramping in the abdomen and it is neces- 
sary to use cathartics such as 15 to 30 
ec. of milk of magnesia or 10 to 15 ce. 
of cascara sagrada. If these are ineffec- 
tive when used alone, then 30 cc of milk 
of magnesia and 15 cc. of cascara sagrada 
given together rarely fails. However, 
should ileus develop, the patient should 
be hospitalized and treated actively. We 
have found that prostigmine, 1 mg. given 
parenterally every hour until bowel move- 
ment occurs and ileus is relieved, is al- 
ways effective. To date, we have not 
observed any serious complications due 
to this problem although we are aware of 
the potential dangers, and consequently, 
each of our patients is duly warned prior 
to the beginning of any of the ganglionic 
blocking agents. 

Renal Considerations with 

sure Reduction: 

The majority of patients who have had 
moderately severe to severe hypertension 
for prolonged periods of time will usually 
exhibit variable degrees of renal damage. 
This must be taken into consideration 
when initiating antihypertensive therapy. 
Effective reduction of blood pressure will 
usually prevent progressive anatomical 
damage to the kidney, but, at the same 
time, the physiology of renal function is 
such that some reduction in glomerular 
filtration rate usually accompanies the 


Blood Pres- 


*10 mg. of Urecholine and 5 mg. of Pilocar- 
pine are also effective. 
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acute reduction in blood pressure. This 
is usually temporary (Figure 6) and re- 
turns to the pretreatment levels after 
hemodynamic readjustment takes place if 
the degree of blood pressure reduction is 
not excessive. Generally speaking, the 
less the renal damage, prior to induction 
of therapy, the better the patient will 
tolerate blood pressure reduction. For 
example, if glomerular filtration rate is 
adequate, then the blood pressure can be 
reduced to normotensive levels without 
fear of renal decompensation. However, 
if glomerular filtration is depressed se- 
verely prior to the induction of therapy, 
even a slight reduction in glomerular fil- 
tration rate may be deleterious. In these 
patients, it is necessary to reduce the 
blood pressure very slowly, and to keep 
a close watch on the renal function. The 
blood urea nitrogen determination is the 
most effective and valuable laboratory aid 
to guide the therapist concerning the de- 
gree to which the blood pressure can be 
reduced, and still be tolerated safely by 
the patient with pre-existent renal disease. 
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Figure 5(A & B).—Roentgenogram of the ab- 
domen in a patient who developed constipation 
and was treated inadequately. This was followed 
by abdominal distention and ileus was observed. 
The patient was given 1 mg. of prostigmine, 
subcutaneously, every hour, which resulted in a 
massive bowel movement and passage of flatus 
by the third hour and complete relief of symp- 
toms by the sixth dose (Courtesy Am. Proct.). 
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Figure 6. — Acute and chronic response to 
blood pressure reduction with a ganglionic block- 
ing agent. As the blood pressure decreases initi- 
ally, glomerular filtration rate and renal blood 
flow are depressed. However, as the drug is 
continued on long term therapy, glomerular fil- 
tration rate and renal blood flow return to nor- 
mal despite a maintained reduction in blood 
pressure. (Courtesy J.A.M.A. 152:1121, 1953.) 
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EFFECT OF MODERATE REDUCTION IN BLOOD PRESSURE WITH MECAMYL AMINE 
GIVEN ORALLY €OR ONE MONTH - EXPRESSED IN PERCENT OF CONTROL 
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EFFECT OF MARKED REOUCTION IN BLOOD PRESSURE WITH MECAMYLAMING 
GIVEN ORALLY FOR ONE MONTH-EXPRESSEO IN PERCENT OF CONTROL 
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EFFECT ON BLOOD PRESSURE. AFTER ONE MONTH OF 
MECAMYLAMINE THERAPY 
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Figure 7(A).— Renal hemodynamic response 
to moderate reduction in blood pressure in a 
patient in whom glomerular filtration § rate 
and renal plasma flow determinations were 
done. Glomerular filtration rate was reduced 
slightly but this was not enough to alter renal 
function significantly. (B) Blood pressure re- 
sponse to marked reduction in blood pressure. 
When this occurred, glomerular filtration rate 
and renal blood flow were depressed significant- 
ly. In the patient who shows border-line renal 
function, this might well be enough to produce 
progressive renal failure. (C) Renal hemody- 
namic response to the upright position in a pa- 
tient who was receiving ganglionic blockade 
therapy. As the patient was tilted upright, 
glomerular filtration rate and renal plasma flow 
were depressed in comparison to the values in 
the supine position. (Courtesy A.M.A. Arch. Int. 
Med. Moyer and others, August 1956. In Press.) 


Figure 7A summarizes observations of 
the effect on glomerular filtration rate 
in a patient who was given mecomylamine 
and the blood pressure reduced to a moder- 
ate degree. Glomerular filtration rate and 
renal blood flow are not depressed signifi- 
cantly. Figure 7B presents similar obser- 
vations made on a patient in whom the 
blood pressure was reduced to low normo- 
tensive levels, i.e., 100/70. In this patient, 
glomerular filtration rate was depressed 
markedly and renal blood flow was de- 
pressed simliarly. 

When patients who are receiving gang- 
lionic blocking agents are ambulatory, or 
tilted in the passive 45 degree tilt, which 
resembles the sitting position, there is a 
greater reduction in renal function than 
is seen in the supine position (Figure 
7C). This should be considered if exces- 
sive reduction in blood pressure should 
occur with the use of these agents or if 
the patient develops progressive renal in- 
sufficiency. He should then remain in bed, 
and supine until this unfortunate compli- 
cation has been corrected. 

TABLE 11 
APPROXIMATE DEGREE OF BLOOD PRESSURE 
REDUCTION (UPRIGHT) THAT CAN BE 
ACCOMPLISHED—DEPENDENT ON AMOUNT 
OF PRE-EXISTING RENAL DAMAGE 


Blood Urea N/mg % 





Reduce Upright Blood 
Pressure to: 
130-150/ 80-100 
150-170/100-110* 
180-190/110-120* 
No Reduction 


Normal 
BUN 30 to 60 
BUN 60 to 100 
BUN 100 
*Do not reduce blood pressure further if BUN rises. 
Table 11 presents the general range to 
which the blood pressure can be reduced, 
without depressing renal function, in the 
majority of patients. It will be noted that 
the greater the elevation in blood urea 
nitrogen, the less effectively the blood 
pressure can be regulated. When the 
blood urea nitrogen is above 60, repeated 
determinations must be made as the blood 
pressure is being reduced. The blood 
pressure should always be regulated in 
the upright position. Whenever there is 
evidence that the blood urea nitrogen is 
rising, the blood pressure cannot be re- 
duced any further and in fact, should 
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usually be allowed to rise slightly. As 
noted above, a paradox exists in that 
(from a functional point of view) reduc- 
ing the blood pressure in patients who 
have severely damaged kidneys, may cause 
some reduction in renal function, at the 
same time if an adequate reduction in 
pressure can be obtained, it will prevent 
progressive anatomical damage to the 
kidneys. 

Should excessive reduction in blood pres- 


EFFECT OF HYPOTENSION OVE TO HEXAMETHONIUM 
ON GLOMERULAR FILTRATION RATE 
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to excessive reduction in blood pressure due to 
hexamethonium. As the blood pressure de- 
creased, glomerular filtration rate was reduced, 
this was associated with anuria. As the blood 
pressure was increased to normotensive levels, 
with norepinephrine glomerular filtration rate 
and urine output increased toward normal. 
(B) Renal hemodynamic response to excessive 
reduction in blood pressure due to pentolinium 
(Ansolysen). Glomerular filtration rate and re- 
nal blood flow were depressed markedly. As the 
blood pressure was restored to normotensive 
levels, with a vasopressor agent, glomerular fil- 
tration rate and renal blood flow returned to 
normal. (Courtesy J.A.M.A. 152:1121, 1953) 
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sure occur, associated with excessive de- 
pression in renal function, this can easily 
be corrected by the use of a vasopressor 
agent. For example, Figure 8a presents 
a patient in whom the blood pressure was 
reduced excessively with hexamethonium. 
The patient became anuric. However, 
when the blood pressure was increased 
with norepinephrine, glomerular filtration 
rate returned quickly to normal, and urine 
output returnd to control levels. A simi- 
lar observation is presented in Figure 
8B, in a patient who received pentolinium. 
This patient also became anuric and the 
glomerular filtration rate became de- 
pressed due to an excessive reduction in 
blood pressure. As the blood pressure was 
increased to normotensive levels, glomer- 
ular filtration rate returned to normal 
and urine output increased. 


OOSE TITRATION OF MECAMYLAMINE SHOWING DOSE ADJUSTMENT 
INITIAL PARTIAL TOLERANCE AND EARLY MORNING REACTIVITY 
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Figure 9.—Blood pressure response in a pa- 
tient who showed early morning reactivity due 
to the ganglionic blocking agent mecamylamine 
(Inversine). When the dose was readjusted so 
that he received a large dose at lunch time and 
no drug at night, the excessi reduction in 
blood pressure which occurred the morning 
was less evident. 


Early Morning Reactivity with the Use 
of Long Acting Ganglionic Blocking 
Agents: 

There are a few additional consider- 
ations in the use of these agents for the 
treatment of severe hypertension. For 
example, with the long acting ganglionic 
blocking agents, particularly with meca- 
mylamine, it is necessary to give a larger 
dose in the morning, and at noon time. 
We have found that if we have patients 
who require large doses of the blocking 
agents and use equal doses throughout 
the day, i.e., with meals and at bedtime, 
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excessive reduction in blood pressure oc- 
curs when the patients first arise in the 
morning. The patient will complain of 
dizziness and weakness. However, when 
the dosage schedule is arranged so that a 
large dose is given to these patients at 
breakfast, and at lunch, and relatively 
small doses at supper time, without any 
medication at bedtime, this early morn- 
ing reactivity does not occur. Such an 
example is presented in Figure 9. This 
patient did very poorly when he was re- 
ceiving a dose of 5 mg. with each meal 
and at bedtime. He did better when his 
lunch and supper dose was increased, but 
an optimal titration was obtained when 
the bedtime dose was discontinued en- 
tirely. 


BLOOD PRESSURE RESPONSE TO MECAMYL AMINE IN PATIENT WHO PREVIOUSLY 
| SHOWED AN INADEQUATE RESPONSE TO RAUWOLFIA WHEN GIVEN ALONE (AMC) 
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Figure 10.—Blood pressure response in a pa- 
tient who was well regulated on rauwolfia plus 
a ganglionic blocking agent, mecamylamine. How- 
ever, when the patient was subjected to exces- 
sive stress, he developed marked swings in his 
blood pressure which were symptomatic at times. 
It was necessary to increase the dose of the 
ganglionic blocking agent to control his blood 
pressure. However, when the stress was re- 
moved, this dose of the blocking agent proved 
to be excessive producing a marked reduction 
in blood pressure. When the dose of the drug 
was then reduced the patient was again well 
regulated: (Courtesy A.M.A. Arch. Int. Med. 
Moyer and others: Drug therapy (Mecamylamine 
of hypertension, August 1956. In Press) 

Variation in Environmental Stress: 

It is important to remember that when 
a ganglionic blocking agent is used, the 
degree of blockade is relatively fixed. 
Therefore if the patient is subjected to 
excessive stresses, the activity within the 
sympathetic nervous system will increase. 
As a result, more impulses will break 
through the ganglionic blockade and the 
blood pressure will rice. If periods of 
stress are to be anticipated, then the dose 
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of the blocking agent will frequently have 
to be increased. On the other hand, if the 
patient who has been under stressful situ- 
ations retires to a more relaxed atmos- 
phere, it is frequently necessary to reduce 
the dose of the ganglionic blocking agent; 
otherwise, he will get excessive reduction 
in blood pressure since less vasoconstrictor 
impulses are emanating from the central 
nervous system and traveling over the 
sympathetic nerves to the blood vessels. 
Such a response is graphically presented 
in Figure 10. 
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Figure 11.—The stabilizing effect or rauwol- 
fia on the response to the ganglionic blocking 
agent, mecamylamine. Prior to the administra- 
tion of rauwolfia the swings in blood pressure 
were excessive and the patient’s blood pressure 
was regulated poorly. After the rauwolfia was 
given, the blood pressure was much more stable 
and better regulated at a considerably lower 
dose of the blocking agent. (Courtesy A.M.A. 
Arch. Int. Med. Moyer and others, August 1956. 
In Press). 


Synergistic Effect of Rauwolfia and 

Ganglionic Blocking Agents: 

Frequently the question arises whether 
or not the rauwolfia compounds actually 
have any effect on the more potent gang- 
lionic blocking agents. It has been our 
observation that when rauwolfia is used 
in addition to the ganglionic blocking 
agent, a smaller dose of the ganglionic 
blocking agent is required. This is due 
to the reinforcement of depression of the 
sympathetic nervous system by the rau- 
wolfia, which acts centrally, by contrast 
to the ganglionic blocking agent which 
acts peripherally. In addition, rauwolfia, 
by reducing the dose requirement of the 
ganglionic blocking agent, will decrease 
the incidence and severity of side effects 
due to parasympathetic ganglionic block- 
ade. This is a definite advantage, particu- 
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larly with regard to dry mouth, constipa- 
tion and blurring of vision. Such a re- 
sponse indicating the synergistic effect 
of rauwolfia is summarized in Figure 11. 

Sometimes it is not possible to regulate 
adequately the blood pressure with the 
combination of rauwolfia and the gang- 
lionic blocking agents, due to the severity 
of the side effects. When this occurs, we 
have found it best to reduce the dose of 
the ganglionic blocking agent to a level 
that is well tolerated. After this has been 
established, and the patient has been sta- 
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Figure 12.—Diagramatic representation of the 
pharmacology and therapeutic rationale for giv- 
ing phenoxybenzamine, (Dibenzyline) in com- 
bination with rauwolfia for depressing vasocon- 
strictor impulses in the sympathetic nervous sys- 
tem and thus reducing the blood pressure. 
(Courtesy Am. J. Med. Sci. 230:33, 1955). 


bilized, it is then feasible to give an 
adrenergic blocking agent in addition to 
the rauwolfia and the ganglionic blocking 
agent which further reinforces the block- 
ade of the sympathetic nervous system at 
a third point. The drug preferred for this 
is phenoxybenzamine (Dibenzy- 


purpose 
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line). The initial dose, given in conjunc- 
tion with the ganglionic blocking agent 
and rauwolfia, is 5 mg. given with break- 
fast and supper. The patient is carried 
on this dose for a period of one week. 
The dose is then increased gradually, giv- 
ing 5 mg. three times a day. If this is 
inadequate, the dose is increased in 5 mg. 
increments, using the same interval be- 
tween doses as before. This is the most 
potent combination of antihypertensive 
agents available today. When using this 
triple combination, it is necessary that 
the blood pressure always be adjusted in 
the upright position. 
SUMMARY AND CONCLUSIONS 

1. A brief review of the pathological 
physiology and the pharmacodynamics of 
antihypertensive therapy, as applied to 
the out-patient treatment of patients with 
hypertension, has been presented. 

2. The therapist should be familiar 
with the more useful therapeutic agents 
available today. In general, an agent 
should be selected which is appropriate 
for the severity of the disease being 
treated. The more potent ganglionic and 
adrenergic blocking agents should be re- 
served for the treatment of patients with 
moderately severe to severe disease. When 
using the latter agents, strict attention 
must be paid to individualizing the dose 
for each patient, and to adequate measures 
for combating the side effects, as well as 
dose adjustment throughout the day so 
that the blood pressure is regulated at the 
optimal level with a minimum of side 
effects. 

3. In the patient with moderately se- 
vere to severe disease, progressive vascu- 
lar deterioration can be prevented in a 
large per cent of patients if the blood 
pressure is well controlled. This has been 
demonstrated clearly in patients who have 
received effective treatment for malignant 
hypertension. 

4. When the principles of applied phar- 
macology of available antihypertensive 
agents are followed, well over 95 per cent 





* Furnished as Dibenzylene by Smith, Kline & 
French Laboratories. 
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of all patients with essential hypertensions 

can be treated adequately provided that 

the kidney damage (and other vital vascu- 

lar beds) has not already progressed to 

the phase of functional decompensation. 
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FEDERAL CIVIL DEFENSE 
ADMINISTRATION 
MEDICAL SERVICES * 

C. D. HEAD, JR., M. D. 7+ 
DENTON, TEXAS 

It is an honor and a privilege to take 
part in your annual convention, and I 
appreciate very much the opportunity to 
tell you something of the medical services 
program of FCDA. 

FCDA has been given the very heavy 
responsibility of organizing or helping to 
organize medical services adequate to care 
for casualties which would result from an 
enemy attack upon this country. At the 
same time Congress has said that the de- 
velopment of civil defense structures is a 
state and local responsibility, with the 
Federal agency providing guidance, assis- 
tance, and some financial and other sup- 
port. In addition, FCDA is responsible 
for developing national plans for long 
range programs. 

Before plans can be made at any level— 
national, state, or local—certain assump- 
tions must be made. FCDA has made the 
following assumptions for 1956. These 
are based on the most recent known or 
estimated ability of a potential enemy to 
attack the United States. They are not 
to be regarded as predictions of what the 
enemy would do if he did attack the U. S. 

POTENTIAL ENEMY ATTACK 

1. Type of attack: It is accepted that 
the potential enemy has the ability to 
strike any target in the U. S., or many 








* Presented at the Seventy-sixth Annual Meet- 
ing of the Louisiana State Medical Society, 
Alexandria, April 25, 1956. 

+ Regional Medical Officer, F.C.D.A., Region 
5, Denton, Texas. 
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targets simultaneously. It is assumed that 
the principal weapons will be nuclear 
bombs of varying sizes. Some of these 
will be detonated in the air; others on or 
near the ground so that the radiation 
hazard may affect areas far removed 
from the blast and heat effects of the 
weapon. Incendiary and chemical war- 
fare weapons will probably also be used 
as will biological weapons by sabotage. 
It is assumed that the initial attack will 
be an attempted knockout blow. 


2. Targets: It is assumed that indus- 
trial, population, and transportation cen- 
ters and bases of military retaliation will 
be the principal targets, and that chemical 
and biological warfare attacks will be 
carried out in rural as well as urban 
areas. The problem of: radioactive fallout 
will be widespread and will, by no means, 
be limited to target areas. 

3. Bomb size: It is assumed that the 
potential enemy can make nuclear weap- 
ons of varying yield ranging from a few 
thousand to millions of tons of TNT 
equivalent, and that for a given target he 
will select a weapon of the size which will 
accomplish his purpose. Any city attacked 
with modern nuclear weapons can _ be 
substantially destroyed. 


4. Support: No city which has been 
attacked with modern weapons will be 
able to meet its needs with what is left 
of its own resources; therefore, any area 
attacked will require outside support. Help 
must come from other areas, possibly 
from great distances, and to be effective 
—to be available when required—must be 
organized in advance of attack. 


5. Warning time: It is assumed that in 
case of an attack during 1956 points along 
the Canadian Border and the Atlantic, 
Pacific, and Gulf coasts may receive as 
much as one hour of warning. Targets in 
the interior of the country may receive as 
much as three hours of warning. The 
possibility of a surprise attack with planes 
is diminishing, but still exists. If and 
when the intercontinental balistics missile 
carrying an atomic or nuclear warhead is 
perfected, warning time for the target 
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city or cities may be brief or absent, 
though the rest of the country will of 
course be alerted. 


These are the current assumptions— 
subject to modification as time goes on— 
which have been accepted by FCDA and 
are the basis for the Medical Services plan 
or program. It should be emphasized that 
FCDA has no authority to set up the pro- 
gram to be discussed. But FCDA together 
with the State and local Civil Defense 
organization, has the responsibility—now 
while there is still time—for making 
plans, training personnel and developing 
organizations so that under emergency 
conditions these plans can be put into 
effect without delay. It should be further 
emphasized that these plans and programs 
are designed, not for peace time, but for 
the chaotic conditions which will exist 
during and following an enemy attack 
upon this country. 

Those of you who have had military 
experience under actual combat conditions 
know the difference between combat sur- 
gery and peace time surgery. It is you 
who share the responsibility with FCDA 
of dispelling the complacency that exists 
among so many physicians and surgeons, 
when these problems are discussed, that 
they can take in their stride any sort of 
disaster. 

MEDICAL ASPECTS OF ACTUAL DISASTER 

An example of what can happen with- 
out prior planning, training, or organiza- 
tion is what did happen in the Worcester, 
Mass., tornado of June 9, 1953. The medi- 
cal aspects of this disaster were well 
documented by Dr. Edward D. Churchill 
in the December 1953 issue of Annals of 
Surgery, and studied by the Committee on 
Disaster Studies of the National Research 
Council. Two points in particular were 
made in this documentation. The first was 
total lack of an equable distribution of 
the injured among the hospitals of the 
region. Rounded up by volunteer workers, 
the injured were rushed to the nearest 
hospital. As a result, hospitals close to 
the tornado’s path were swamped by 
large numbers of injured, while other hos- 
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pitals nearly as accessible by motor trans- 
port, réceived none. It is reported that 
this faulty distribution produced over- 
crowding, confusion, and delay in treat- 
ing the injured. 

The second point dealt with surgical 
error. Dr. John Raker, a member of the 
Committee on Disaster Studies, gives the 
following list of injuries: 

Skull fracture and head injuries 77 


Fracture of long bones 180 
Eye injuries 28 
Ruptured kidney 9 
Ruptured spleen 6 
Burns 5 
Major lacerations 147 
Minor lacerations and injuries 900* 

* (estimated) 

and of operations: 

Neurosurgical 14 
Major orthopedic 15+ 
Major lacerations debrided and 

closed secondarily 23 
Major lacerations closed 

primarily the remainder. 


Dr. Churchill continued his observa- 
tions. Charged with the care of these in- 
juries, doctors hastily sewed up wounds 
and lacerations. With many unversed in 
the principles of debridement, handi- 
capped in some instances by depletion of 
sterile supplies, poor lighting and a lack 
of trained assistants, it is not surprising 
that wound complications were numerous. 
Dirt, devitalized tissue, foreign bodies and 
debris caused early wound breakdown, 
sepsis, delayed healing, and _ unsightly 
sears. All this in spite of a decade of 
preaching the gospel of the no-primary- 
suture management of contaminated 
wounds under combat or disaster con- 
ditions.* It is reported that six weeks 
after the tornado the V.N.A. was follow- 
ing some 600 cases of sepsis. 

FCDA PLANS FOR MEDICAL CARE 

FCDA has evolved comprehensive plans 
of organization and action which it is 
hoped will forestall a repetition of the 
events that happened at Worcester. These 





* “Readings in Disaster Planning for Hospitals”, 
American Hospital Association, 1956. 
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are presented for your consideration with 
the hope that you will study these plans 
with your state and local Civil Defense 
Directors with such modications as will 
meet local or individual situations. 


FCDA Medical Services can be roughly 
divided into four sections or divisions: 
(1) Medical care, (2) Health protection, 
(3) Radiological defense, (4) Chemical 
defense. 


1. Medical Care includes first aid and 
casualty care and hospital care. A sug- 
gested staffing pattern for one first aid 
station group includes 3 physicians, 2 
dentists or veterinarians, 1 pharmacist, 
55 first aid workers and nurses aides, 3 
clerical assistants, 7 messengers, 1 medi- 
cal regulator, 19 orderlies, 1 chaplain, 105 
stretcher bearers, and 16 ambulance driv- 
ers. If staffed with this minimum per- 
sonnel, and given sufficient supplies and 
equipment, it is estimated that this first 
aid station group could treat 500 casual- 
ties in the first eight hours of operation. 
The functions of the first aid station are 
to screen or sort casualties to determine 
immediate medical needs and to decide 
the disposition of the cases, to arrest 
hemorrhage, to treat shock, to relieve 
pain, to maintain records, and to arrange 
for transportation of casualties to near- 
by or more distant hospitals for further 
treatment. Sorting of casualties should 
be done immediately upon arrival at a 
station. This is the process of separating 
the injured according to the urgency and 
type of condition present, and is the key 
to the effective management of large 
numbers of casualties. It is the immediate 
grouping of patients according to the type 
and seriousness of injury, likelihood of 
survival, and the establishment of priori- 
ty for treatment to assure medical care 
of greatest benefit to the largest number. 
The surgeons assigned to the first aid 
station and especially the ones responsible 
for sorting should be men of mature judg- 
ment and long clinical experience. Sup- 
plies are apt to be critical and should be 
reserved for those who have a chance of 
survival. Brutal as it sounds, blood, plas- 


ma expanders and other supplies, if 
searce, as well as the surgeon’s time 
should not be wasted on those hopelessly 
injured. This is a far cry from peace 
time practice, but remember that these 
plans are not for peace time conditions. 

The following priority schedule is sug- 
gested as one which might prove helpful 
in this problem of sorting: 

1. Those casualties should be treated 
first who present severe hemorrhage, se- 
vere penetrating and crushing injuries of 
the chest and abdomen, and badly crushed 
and torn extremities. 

2. In the second category would come 
those patients presenting shock, small 
chest penetrations, and those in need of 
artificial respiration or administration of 
oxygen. These patients should be given 
immediate resuscitation, then rest, where 
no surgery or other care is required to 
save life within a few hours. 

3. In the third category would come 
severe burns (1/5-1/4 of the body sur- 
face or more), compound fractures, joint 
penetrations, and severe face and super- 
ficial wounds. 

4. In the fourth category would come 
minor head injuries, eye and ear injuries, 
vascular injuries, and miscarriages. 

5. In the last category would be placed 
contusions, lacerations, sprains, simple 
fractures, and minor burns. Radiation 
injuries, per se, do not constitute an emer- 
gency even when the victim has sustained 
a fatal or near fatal exposure. 

How many of these first aid station 
groups will be required? For the large 
metropolitan areas it has been suggested 
that 12 standard first aid stations for 
each 100,000 population would probably 
be sufficient. You as a state medical so- 
ciety and as members of your local medi- 
cal societies are urged to work closely 
with your state and local civil defense 
directors in estimating the number of 
casualties anticipated from attack, and to 
plan the number of first aid stations ac- 
cordingly. 

Where will the first aid stations be 
placed? Theoretically and ideally they 
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should be set up at the periphery of the 
zone of severe damage. It was found at 
Hiroshima that first aid stations could 
‘not have been established closer than 114 
miles to ground zero. If the superweapons 
being produced today are used against our 
cities, it might not be possible to get with- 
in 5 or more miles of ground zero. Tenta- 
tive locations should be established in 
advance, however, with an alternate lo- 
cation should the first prove to be un- 
‘tenable. Sites should be numbered and 
all personnel of a given aid station should 
be trained to report to that station at a 
given time. Supplies and equipment for 
the aid station should be stored far 
enough away from presumed ground zero 
to escape damage from blast and heat. 
This may mean storing these supplies in 
a neighboring town. 


It might be well for the local CD Di- 
rector to plan to have at least one of his 
aid stations completely mobile. Remember 
that in Hiroshima 90 per cent of the doc- 
tors and 93 per cent of the nurses were 
themselves casualties and that 42 out of 
the 45 civilian hospitals were destroyed 
or put out of commission. In many of 
our own cities both hospitals and pro- 
fessional personnel are near the center of 
town and almost certainly would be lost 
under nuclear attack. Under these con- 
ditions mobile aid stations could be rushed 
in from neighboring cities. It would re- 
quire one moving van for supplies, two 
buses of 40 capacity each, and 16 ambu- 
lances to transport equipment, supplies 
and personnel. This transportation is gen- 
erally available in all communities, but 
should be earmarked in advance for this 
specific purpose. 

The second part of the medical services 
program provides for hospital care of 
casualties. Actual experience with the use 
of atomic devices as weapons, has—for- 
tunately—been limited to the two Japan- 
ese cities. While the destructive power of 
these and newer weapons has been fan- 
tastically increased since that time, our 
experience nevertheless is still limited to 
the so-called “nominal” A-bomb of ap- 
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proximately 20,000 ton of TNT equiva- 
lent. We must therefore begin at that 
point and by the use of charts and scaling 
laws arrive at the best possible figures 
for an estimate of destruction and casu- 
alties from the superweapons. The area 
of total destruction from an atomic or 
nuclear weapon increases as the cube root 
of the yield of the bomb. Thus, to double 
the area of total destruction the yield 
must be increased by eight. 

Proceeding from the known areas of 
destruction in the Japanese cities, and 
from the known yield of some of the 
modern weapons it is possible to calcu- 
late areas of destruction from these weap- 
ons. Transporting these areas of destruc- 
tion to cities like St. Louis, Chicago, New 
York or New Orleans, and knowing the 
populations of these cities it is possible 
to arrive at an estimate of casualties 
which might be expected if these cities 
were subjected to such an attack. These 
figures would be modified by the time of 
day and the day of the week the attack 
occurred since many cities are partially 
deserted at night and on weekends. 

For purposes of long range planning 
FCDA has estimated that a surprise day- 
light attack with a “nominal” A bomb 
detonated at 2,000 feet over an “average” 
metropolitan area would produce a total 
of about 120,000 casualties—killed and in- 
injured. Of these about 40,000 would be 
killed outright or die the first day, and 
80,000 would survive for at least the first 
twenty-four hours with at least 25-30,000 
of them requiring hospitalization. Larger 
weapons would of course produce more 
casualties. An attempted knockout blow 
with the enemy using nuclear weapons 
against the critical target areas in this 
country would produce an_ estimated 
1,200,000 surviving casualties requiring 
hospitalization. This grim picture is made 
worse when we realize that many hospi- 
tals and much of our professional person- 
nel are in the very heart of our cities and 
so would be lost in an attack. 


There seems to be two possible ways 
of meeting this problem: (1) Emergency 
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expansion of existing hospital facilities, 
and (2) Emergency hospitals. 

Under emergency or disaster conditions, 
hospitals can for a short time double or 
even triple their capacity. This has been 
well documented and numerous hospitals 
throughout the country have tested their 
disaster plans as a result of tornadoes, 
fires, explosions, train wrecks, etc. It 
should not be necessary to have to “sell” 
hospital administrators on the necessity 
of disaster preparedness, but in a recent 
survey in a nearby state only 10 out of 
more than 700 hospitals reported that 
they had a disaster plan. We believe such 
plans should be prepared in advance of 
need, should be maintained up to date, 
should be well rehearsed and should con- 
tain as a minimum, provisions for evacu- 
ation if necessary, for increased staff 
both professional and nonprofessional, for 
additional supplies including food and 
equipment, for auxiliary power and other 
utilities, for additional communications, 
for additional fire and -police protection, 
and for some means of controlling the 
public. 


Even hospitals in communities far re- 
moved from target areas have a responsi- 
bility not only for their own protection 
should tornadoes or fires strike, but for 
the support of cities which have been at- 
tacked. If all hospitals throughout the 
country would prepare to increase their 
capacity on an emergency basis an un- 
known but probably very large number 
of additional beds would thus become 
available. 

Even with expansion of existing hos- 
pitals to their maximum capacity there 
would still not be enough beds to accom- 
modate all the casualties from a _ wide 
spread nuclear attack. Realizing this, 
FCDA has developed a 200 bed emergency 
hospital patterned after the Army MASH 
Unit but with some differences. The 
MASH Unit is designed for 60 beds, the 
FCDA Emergency Hospital, 200. The 
MASH Unit operates under canvas tents. 
FCDA believes that a better arrangement 
is to convert an existing building into a 
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hospital. Large school buildings particu- 
larly the one story rural consolidated and 
high or junior high schools could be easi- 
ly and quickly converted to hospitals. 
Desks and school furniture could be easi- 
ly removed and a single classroom could 
quickly become a 20 bed ward. Most 
schools have physics or chemistry labora- 
tories suitable for conversion into clinical 
laboratories. There are generally ample 
toilet facilities and usually plenty of park- 
ing space. Usually these schools have 
kitchen and cafeteria facilities. 

There are 288 separate items of equip- 
ment and supply in the FCDA Emergency 
Hospital. These come boxed in cartons, 
crates, boxes, etc., and can be transported 
in one large furniture van. The equip- 
ment requires about 2,000 cubic feet of 
storage space, and occupies about 15,000 
square feet of space when fully set up. 
It can be set up by some 25-30 workmen 
and 4 supervisors in about four hours. 

The hospital is complete in every re- 
spect. It has its own water and power 
supply, 3 operating rooms, x-ray with 
separate generator, central supply room, 
sterilizers, dental equipment, clinical lab- 
oratory chest, suction apparatus, splints, 
bandages, drugs, instruments and supplies 
for 200 patients for nearly a week. 

The staffing pattern includes 10 doc- 
tors, 20 nurses, 125 trained auxiliaries 
and 75 untrained auxiliaries. It has been 
suggested that existing hospitals and med- 
ical societies in towns and communities 
surrounding critical target areas sponsor 
these emergency hospitals and be respon- 
sible for recruiting and training the vol- 
unteer staff. 

The emergency hospital is available 
through the FCDA Contribution program 
with FCDA paying half of the $22,000 
cost. Two of these 200 bed hospitals have 
been sent to this Region at Federal ex- 
pense for demonstration and _ exhibition 
purposes. One of these has gone to Hou- 
ston, the other to Fort Sam Houston, 
Texas. There is a possibility that an- 
other one of these units will come to Lou- 
isiana. Title to the hospital will remain 
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in FCDA but it is anticipated that it will 
be rotated from place to place in the 
State beginning in New Orleans. 

Anticipating that supplies and equip- 
ment will be used up rapidly under emer- 
gency conditions, FCDA has_ stockpiled 
quantities of medical and surgical sup- 
plies and equipment at strategic points 
throughout the nation. Two such stock- 
piles are in this Region, one at Lake 
Charles, La., where some _ $8,000,000 
worth of supplies are stored; the other 
at Camp Swift, Texas. 

HEALTH PROTECTION 

2. Health protection is the second divi- 
sion of FCDA Medical Services. Realiz- 
ing that the best protection against the 
superweapons is distance and the greater 
the distance the greater the protection, 
many cities and states are studying the 
possibility of evacuating the entire popu- 
lation of metropolitan areas—given a few 
hours of warning time. Some cities have 
actually had evacuation exercises—Shreve- 
port, Mobile, and Seattle to mention only 
a few. These of course only involved a 
portion of the cities, were for only an 
hour or two at most, and the evacuees 
then returned to homes and _ businesses 
still intact. But what if the “test” had 
extended into weeks and months because 
homes and businesses were in total ruin 
as a result of enemy attack? 


Only those who have witnessed the un- 
planned mass exodus of refugees from 
war torn European or Korean cities can 
visualize the problem, but we know the 
basic needs of such refugees and we 
should plan now to meet those needs. 
Such plans actually are under way in the 
Survival Studies now underway in Louisi- 
ana, Texas, Arkansas and_ elsewhere. 
These needs include a pure milk and water 
supply, proper sewage and garbage dis- 
posal, adequate clothing and housing, ro- 
dent, fly and insect control, adequate and 
properly prepared food, control of com- 
municable diseases, provision for special 
groups such as infants, the aged, dia- 
betics, cardiacs, pregnant women, hospital 
and medical care for the sick and in- 
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jured—the list could go on and on. Our 
cities over a period of years have of 
course provided these services for their 
residents, but to provide these services on 
a few hours notice for countless thousands 
of displaced workers is an almost insur- 
mountable task and will require the ut- 
most efforts and cooperation of practical- 
ly all governmental and volunteer organi- 
zations, and FCDA has the task of overall 
guidance, planning, and coordination. 
RADIOLOGICAL DEFENSE 

3. Radiological Defense is the third divi- 
sion of FCDA Medical Services. This pro- 
gram went into high gear early last year af- 
ter AEC disclosed that the 1954 Bikini test 
explosion resulted in sufficient radioac- 
tivity in a down wind belt about 140 
miles long and 20 miles wide to have 
seriously threatened the lives of nearly 
all persons in the area who did not take 
protective measures. 

FCDA is working with the Weather 
Bureau in seeking to improve forecasts 
of radiological fallout pattern. Currently 
under development is a means of rapid 
aerial survey of a predicted fallout area 
to determine the intensity of the radia- 
tion. Under stimulation from FCDA the 
radiation detection industry has developed 
instruments to determine accurately the 
amount of radiation over a given area 
and to measure its intensity. These in- 
struments are available to states and 
cities under the Contributions program 
with FCDA paying half the cost. Train- 
ing programs to train CD workers in the 
use of these instruments are underway 
in many states and cities, and FCDA 
matching funds are available to support 
these programs. To date about 19,000 
CD workers have been trained as radio- 
logical monitors and monitor leaders, 
while 400 have been given advanced train- 
ing. Meanwhile, the program of radio- 
logical defense training is being expanded 
to include the latest information on radio- 
active fallout and the training of more 
volunteers to use radiation detection in- 
struments. 

CHEMICAL DEFENSE 
4. Chemical Defense is the fourth divi- 








UspiN—Use of Promazine in Psychiatric Practice 


sion of the FCDA Medical Services. The 
so-called “Nerve Gases” developed by the 
Germans during Hitler’s lifetime are as 
far ahead of the poisonous gases of World 
War I in their ability to cause disability 
and death as the nuclear weapons of to- 
day are ahead of: the high explosives used 
in World War I. High concentrations of 
the vapors from these substances, or the 
liquid itself splashed in the eye or even 
on the unbroken skin can be fatal in as 
little as two or three minutes. It is known 
that our potential enemy has these gases 
in quantity and it is believed that he will 
not hesitate to use them when and where 
they will serve his purpose. The only 
known antidote is atropine in large doses 
—up to 1/10 grain by intramuscular or 
intravenous injection, but to be effective 
it must be given at once. The gas masks 
of World War I are ineffective against 
this gas, but masks have been developed 
which do give protection. These are avail- 
able under FCDA matching program and 
should be stockpiled by CD officials in 
critical target areas where CD workers 
might have to perform their duties in 
areas which may have been subjected to 
gas attacks. A gas detection kit has been 
developed which will identify this gas 
and differentiate it from a number of 
other poisonous gases. This too should be 
stockpiled by the CD unit in critical tar- 
get areas. 


SUMMARY 

In summary, FCDA together with State 
and local Civil Defense organizations has 
the responsibility for training personnel 
and developing organizations that can pro- 
vide adequate medical and hospital care 
for the hundreds of thousands of casual- 
ties that will result from nuclear attacks 
on our cities. The care of casualties under 
attack conditions is altogether different 
from the care of casualties under peace 
time conditions, and our physicians need 
postgraduate training in the proper hand- 
ling of large numbers of: severely injured 
patients. Some ways and means of meet- 
ing this challenge have been suggested. 


bo 
ou 
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USE OF PROMAZINE IN 
PSYCHIATRIC PRACTICE; 
AN EARLY STUDY 
GENE L. USDIN, M. D. * 
NEW ORLEANS 

Anxiety, the typical response of the in- 
dividual to emotional tension and conflict, 
has been termed the “income tax of civili- 
zation’’.' Under the stimulus of stress, 
the normal intellectual and emotional 
mechanisms of the stable personality come 
to the rescue, with ultimate satisfactory 
resolution of the situation by an _ inte- 
grated effort. In the presence of a deep- 
seated defect of personality or character 
structure, however, anxiety may find ex- 
pression in an incapacitating illness at- 
tended by physical as well as abnormal 
psychological manifestations. The victim 
of an anxiety neurosis, in his resistance to 
the problems and responsibilities of life, 
may exhibit a wide range of abnormal re- 
actions, including excessive irritability, 
hyperactivity, agitation, depression, pho- 
bias and hypochondriacal symptoms. 

Evidences of neurotic or even psychotic 
tendencies may have been part of the life 
pattern of some patients from an early 
age; in others the fundamental difficulty 
may be so slight that abnormal reactions 
appear only in the presence of severe 
stress. Saul’s formulation? of “specific 
emotional vulnerability’ embodies the 
thinking of present day psychiatry. Simp- 
ly, his concept states that “how and when 
any individual will succumb depends, in 
the main, on the violence, duration and 
nature of the stresses bearing on the 
specifically vulnerable part of his person- 
ality”. An individual’s vulnerability is de- 
termined in part by constitutional factors 
of which little is known, and in part by 
his emotional development as influenced 
by the environment. Schizoid personality 
traits and paranoid ideas may be present 
without other evidence of psychosis. Some 
patients live in a constant state of un- 





* Senior Associate, Dept. of Psychiatry, Touro 
Infirmary and Clinical Instructor, Dept. of Psy- 
chiatry, Tulane School of Medicine, New Or- 
leans, Louisiana. 
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easiness, dejection or despondency, and 
many may at times have self-destructive 
drives. The percentage of suicides among 
psychoneurotic individuals has been re- 
ported as greater than in some more 
acute nervous disturbances.* 


In older persons, the periods of agita- 
tion, confusion and other lapses in be- 
havior may be interspersed with rational 
intervals. Although such disturbed epi- 
sodes may be intermittent and brief, care 
of the afflicted member in the family en- 
vironment may be inadequate or imprac- 
ticable under modern social conditions. 
Nursing homes frequently do not accept 
such patients, and there is no recourse but 
commitment to an institution. Conse- 
quently, in the last three decades there 
has been an alarming increase in the pop- 
ulation of senile and other disturbed but 
not frankly psychotic patients in mental 
hospitals.* Not only is the patient trans- 
ferred to a new and strange environ- 
ment (which frequently causes further de- 
compensation of the patient’s emotional 
and intellectual status), but also already 
overburdened services may be diverted 
from those patients more responsive to 
hospital care. 


Prolonged and intensive psychotherapy 
greatly relieves the neurotic and psycho- 
neurotic. The basic immaturity of this 
general group has frequently been empha- 
sized, together with their need of positive 
directive treatment.*:7 However, often the 
patient is poorly oriented or not motivated 
toward even brief psychotherapy and also 
the frequent office visits required may 
place too great a financial strain on the 
families of many patients, so that full 
courses of treatment are often out of the 
question. 

The introduction of chemical compounds 
that favorably modify mood and behavior 
has provided a valuable adjunct in the 
treatment of the mentally ill. “Drug-as- 
sisted psychotherapy” * now holds great 
promise for many of the mentally dis- 
turbed. 

Substances with the 
tion of Decourt® have 


“narcobiotic” ac- 
supplanted the 
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older hypnotics and sedatives which mere- 
ly stupefied the hyperactive patient by de- 
pressing the higher cortical centers. The 
newer drugs, especially those of the phe- 
nothiazine series, are believed to inhibit 
certain metabolic functions of living cells, 
particularly of nervous tissue, yet cause 
little or no depression of the nervous 
system itself. Thus harmful reactions, 
following aggressions transmitted by the 
nervous system itself are lessened in in- 
tensity, so that the patients under nar- 
cobiotic medication display a general tran- 
quility with greatly reduced response to 
disturbing stimuli. 


Chlorpromazine and the Rauwolfia de- 
rivatives had had rather extensive trial 
in the psychiatric field. The enthusiasm 
of the early investigators, working with 
the acutely agitated in institutions, has 
been tempered by later recognition of the 
many drawbacks and risks inherent in 
the use of both substances. Unfortunate- 
ly, exploitation of these agents has some- 
times led to random use, with delay in 
application of proven methods and aggra- 
vation of complications.’” 


The crude extract of Rauwolfia serpen- 
tina and the compounds crystallized from 
it do exert a quieting influence without 
hypnosis in some patients. Chlorproma- 
zine is believed to act on the arousal 
(awakening) mechanism in the reticular 
substances of the brain, but the pharma- 
cology of the substance is still not com- 
pletely understood. This compound also 
has been useful in institutional practice 
as an adjuvant to psychotherapy,'! but 
has proved of limited value in private 
practice as a supplement to conventional 
psychiatric measures.'* Although more 
advantageous than the barbiturates and 
other hypnotics, many reports of toxicity 
from both drugs have appeared in the 
literature within the past two years." 
Severe and even fatal cardio-respiratory 
difficulties have occurred in psychiatric 
patients who received electroconvulsive 
therapy after medication with reserpine 
or chlorpromazine." 


Promazine, another member of the 
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phenothiazine series, has exhibited, in ani- 
mal 5.16 and clinical '*-!° studies a similar 
desirable effect on central nervous system 
functions. Omission of the chlorine radi- 
cal (apparently unnecessary for ataractic 
action) from the molecular structure of 
promazine is believed to provide hope in 
avoiding the pronounced depressive ac- 
tivity often associated with the chlori- 
nated compound, chlorpromazine; it might 
also be a factor in diminishing the num- 
ber of side effects. With the hope of in- 
vestigating this, the following study was 
made. 

Thirty patients suffering from symp- 
toms of agitation or depression were seen 
in private office psychiatric consultation, 
during hospitalization or through an out- 
patient clinic. Six were chronic alcoholics, 
of whom 3 were treated initially for ac- 
tive or impending delirium tremens. Two 
patients were considered to be mild dem- 
erol addicts (one had taken 250-300 mg. 
daily for the past year, while the other 
had been taking demerol for the past six 
years and had increased his intake where- 
by for the previous year he had been 
taking 250-400 mg. demerol in addition 
to a pint of whiskey daily). 

The patients ranged in age from 23 
(an unhappily married mother of two 
children) to 86 (a senile psychotic woman 
with a history of several hospitalizations 
for treatment of agitated depression and 
paranoid ideation). The median age in 
the series was 56 years. Overt neurotic 
symptoms had appeared in most cases a 
few months to many years prior to when 
first seen, having been precipitated by a 
personal crisis, such as financial reverses, 
illness, grief, advancing years or necessity 
for a drastic change in living pattern. 
Questioning sometimes elicited an admis- 
sion of lifelong “‘nervousness’”’. Others had 
extensive histories of frequent treatment 
over many years for anxiety, agitation 
and depressive episodes, and some pre- 
sented serious nursing problems. Phobias, 
hypochondriacal and paranoid ideas were 
usually a prominent part of the clinical 
picture, and schizophrenic tendencies were 
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detectable in several. A significant per 
cent either had threatened suicide or ad- 
mitted suicidal ideation. 

All had had various medical and psy- 
chiatric treatment in previous years. Some 
had had one or more courses of psycho- 
therapy, with temporary benefit;. and 
8 had obtained relief at various times 
from shock treatment. Eight patients had 
been treated with standard hypnotics; 
mood-elevating drugs had been used in 5, 
reserpine in 6, meprobamate in 3 and 
meprobamate with chlorpromazine in 2 
with no improvement. 


Eighteen patients had received chlor- 
promazine in recommended dosages. Five 
of these had no relief. In the others agi- 
tation was lessened but the medication 
had to be stopped in one day to five weeks 
because of lethargy in 5, jaundice in 2 and 
urticaria or generalized rash in 2. Only 
5 showed a discernible clinical improve- 
ment without development of significant 
side effects. In evaluating the percentage 
of side effects as enumerated above, it 
should be emphasized that often the indi- 
cation for instigation of promazine in the 
patients of this report was that the pa- 
tients either had no benefit from chlor- 
promazine or else had developed side 
effects. Thus the percentage of side ef- 
fects with chlorpromazine in this series 
would appear unduly high. 

In some cases oral medication with pro- 
mazine * was begun at the time of the 
first visit or on admission to the hospi- 
tal; in the majority, however, promazine 
was administered only after several days’ 
to several months’ trial of other measures. 
The dosage was individualized. 

For 11 patients in the series, the aver- 
age effective total daily dose was 400 mg. 
(100 mg. three times a day before meals 
and 100 mg. at bedtime). Twelve re- 
quired 500 to 600 mg. daily, and 6 ob- 
tained sufficient relief on 200 to 250 mg. 


per day. One patient received 75 mg. 
daily. 





*Sparine (Trademark) hydrochloride, Proma- 


zine hydrochloride supplied by Wyeth Labora- 
tories. 
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Two of the alcoholics, both acutely in- 
ebriated, received promazine intravenous- 
ly immediately, one in a dose of 200 mg., 
and the other, of 150 mg. 


Some were taking promazine but for a 
few days, while several are still being 
maintained on it after four months. The 
majority received the medication from 
four to seven weeks. From this study, 
it appears that the appropriate dose for 
promazine should be roughly double the 
recommended dose of chlorpromazine. 

RESULTS 

Twenty-three of the patients were ob- 
viously benefited. (Electroshock therapy 
was also utilized and certainly played an 
important role in the’ improvement of 
three severely depressed patients). In 
many cases a favorable change in the 
clinical picture could be recognized by the 
second or third day; in others, the im- 
provement was more gradual. Patients 
who responded showed progressive less- 
ening of irritability and less tendency 
to weep or give way to emotional out- 
bursts; persecutory and bodily delusions 
were reduced. With continuance of treat- 
ment there were fewer somatic com- 
plaints, nausea was checked, and a normal 
appetite was restored. Some patients 
gained weight moderately, as 5 or 10 
pounds in four to six weeks of medication. 
This was considered the natural result of 
improvement in food intake as depression 
and tenseness subsided. With increased 
calmness, comfort and sleep, the patients 
usually returned to the adjustment basic 
to their underlying condition. Under the 
influence of medication they responded 
more readily and effectively to psycho- 
therapy. Thus they’ generally could 
achieve a happier outlook and view their 
difficulties in a more sensible perspective 
with the aid of fewer psychiatric inter- 
views. 

The patients of advanced age who had 
presented serious management problems 
could be handled more easily. As agita- 
tion was diminished and the sensorium 
improved, the formerly helpless or irre- 
sponsible became better able to feed them- 
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selves and care for their needs. Joint 
pains and stiffness diminished in an ar- 
thritic subject, and in a patient with pro- 
nounced hypertension the blood pressure 
approached normal levels. 


Several in whom medication was inter- 
rupted experienced a recurrence of agita- 
tion and associated symptoms, often in 
only twenty-four hours. On resumption of 
the drug the previous improvement was 
restored. One alcoholic who had been ad- 
mitted in impending delirium tremens was 
treated effectively with promazine for 
five days and discharged. Medication was 
continued for two days afterward, then 
stopped. His tension recurred, and one 
week after discharge he began to drink 
again. On admission to the hospital a 
second time, he again responded well to 
promazine, was discharged after eight 
days of treatment, and had done well up 
to the time of the last report, a period of 
about five weeks. 


In 2 other alcoholic patients the re- 
sponse to promazine was dramatic. One 
who had a long history of chronic alco- 
holism, was seen at his home with im- 
pending tremens. He had received sodium 
amytal by vein from his family physician 
and appeared confused, tense and appre- 
hensive. He refused hospitalization even 
though he was unable to retain any food 
or fluid. An intravenous injection of 200 
mg. promazine was administered; he im- 
mediately fell asleep, slept for sixteen 
hours, awoke sober and was able to toler- 
ate oral feedings at once. He was placed 
on maintenance therapy with promazine 
by mouth, and returned to work forty- 
eight hours after the initial injection. In 
recovering from previous debauches he 
had often required hospitalization and 
special nursing services, including intra- 
venous feedings for at least four or five 
days. Another alcoholic patient was not 
as severely agitated as the above. He re- 
ceived 150 mg. promazine intravenously, 
slept soundly for five to six hours, was 
mentally clear on awakening, and also 
could retain oral feedings immediately. 


The most dramatic results with proma- 
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zine concern the use of this drug intra- 
venously. Here it is manifoldly more ef- 
fective, even for a long period, than when 
given intramuscularly. The patient who 
had both an alcoholic and demerol prob- 
lem was given 100 mg. demerol upon ad- 
mission. Then two hours later 200 mg. 
promazine was administered intravenous- 
ly, and the patient slept for fifteen hours. 
He was able to be aroused for meals and 
was maintained on 300 mg. promazine in- 
travenously and 200 mg. orally for the 
next three days. He ate well, slept most 
of the time and the only symptoms ex- 
hibited were some slight increase in pers- 
piration and occasional yawning. On the 
fifth day he was put on a dose of 100 mg. 
promazine three times daily, and two days 
later this was discontinued with no un- 
toward effects. 


Like chlorpromazine, promazine is ef- 
fective as an anti-anorexiant. Anorexia 
in depressives has profound psychody- 
namic implications to the patient as well 
as being harmful to the patient’s physical 
health. Accordingly, when promazine was 
used in depressed individuals it was given 
one hour before each meal. 


In 7 patients treatment during the 
period of promazine administration pro- 
vided little or no benefit. Two subsequent- 
ly improved with a course of electroshock 
treatments. Five had suffered depressive 
episodes for many years, and in the per- 
sonality structure of all, schizophrenic 
components predominated. Particularly 
for the 2 older patients, both of whom 
present unusually difficult behavior prob- 
lems, long term prognosis is guarded. 

' SIDE EFFECTS 

Sixteen of the patients experienced no 
side reactions of any sort on any dosage 
of promazine (12 of these tolerated total 
daily doses of 500 to 600 mg.—used dur- 
ing the initial treatment). 


Four reported a soporific effect, but 
this was not as pronounced as the lethar- 
gy experienced previously with chlorpro- 
mazine. Somnolence was controlled by 
reduction of the dose and sometimes by 
the addition of an amphetamine com- 
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pound. Intensification or precipitation of 
a depression, as frequently seen and re- 
ported with chlorpromazine, was not sig- 
nificant when promazine was used. Only 
1 patient apparently became more de- 
pressed while taking promazine. 


Two patients reported photophobia in 
the first two to four days of medication 
(on the higher dosages), which then dis- 
appeared without treatment. Promazine 
was continued without interruption, six 
weeks in one case, seven weeks in the 
other, without recurrence of the photo- 
phobia. 

One patient developed an urticaria after 
five doses of 25 mg. promazine, but this 
subsided on antihistaminic medication and 
discontinuance of the promazine. What is 
of special significance was the finding 
that in 2 patients who had benefited from 
chlorpromazine, the drug had to be dis- 
continued because of dermatological reac- 
tions which did not respond to antihista- 
minic therapy. In one of the patients pro- 
mazine was instigated five weeks after 
the discontinuance of chlorpromazine and 
in the other, promazine was _ instigated 
within twenty-four hours of discontinu- 
ance of chlorpromazine. In both of these 
cases, the patients developed no side ef- 
fects and improved otherwise to the same 
extent as with chlorpromazine. 


No untoward circulatory effects devel- 
oped in any pafient in the series. A grad- 
ual and moderate fall in blood pressure 
usually occurred, which was consistent 
with the quieting action of the drug. In 
this series there was no evidence of neu- 
rotoxic reactions, blood dyscrasias, or 
hepatic dysfunction. 


Even in the 2 patients who had be- 
come jaundiced previously on chlorpro- 
mazine, no jaundice appeared during 
promazine therapy. One of these patients 
who became jaundiced after four months 
of chlorpromazine therapy now has been 
taking promazine for one month without 
evidence of jaundice, while the other pa- 
tient who became jaundiced after one 
month of chlorpromazine administration 
has now been taking promazine over two 
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and a half months without any side ef- 
fects. 


Dryness of the mouth was reported by 
7. This effect, and perhaps the photo- 
phobia, may be related to the atropine- 
like action of the phenothiazine com- 
pounds. When dryness of the mouth per- 
sisted beyond the first few days of treat- 
ment, and the dose could not be reduced 
without significant lessening of ataractic 
action, administration of 5 mg. pilocar- 
pine with each dose of promazine ap- 
peared to control the symptom. 

DISCUSSION 

Promazine appears to be an effective 
ataraxic which controls symptoms of acute 
agitation well. The compound is valuable 
for the management of some agitated de- 
pressions and is of particular benefit for 
the alcoholic and senile patient. By quiet- 
ing and controlling the behavior problems 
of elderly individuals, even those with in- 
tellectual defects that interfere with effec- 
tive psychotherapy can more often be 
satisfactorily cared for in the home en- 
vironment. Thus the all too inadequate 
institutional facilities at present available 
may be reserved for the patients who 
more desperately need them. When hos- 
pitalization is necessary, they provide less 
of a management problem if given proma- 
zine. 

A favorable clinical response may also 
be obtained in certain selected neurotic 
patients in whom depressive periods have 
been precipitated by a crisis of some sort. 
In fact, for these the prospect of contin- 
ued satisfactory adjustment is now better 
than ever before. For patients whose 
neurotic reactions have been part of a 
lifelong pattern, however, the results may 
be less encouraging. 


When tensions are eased and relaxation 
is achieved by medication, the typical de- 
pressed individual seen in private prac- 
tice becomes more accessible to psycho- 
therapy and in many instances can be re- 
stored to a satisfactory social and eco- 
nomic status by shorter courses of the 
conventional psychiatric treatment. Thus 
effective psychotherapy may be brought 
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more within the financial means of more 
families. Eight of the patients in this 
study commuted 60 to 120 miles for psy- 
chotherapy. 

The prevalent impression concerning 
the failure of ataractic drugs in the de- 
pressive states might stem from the fact 
that the majority of the reports are from 
institutions where these compounds were 
used in the frankly psychotic depres- 
sions. Depressed patients seen in private 
practice are frequently the agitated neu- 
rotics whose periods of excitation are re- 
cent in origin. 

Thirty private patients presenting 
symptoms of neurotic or psychotic be- 
havior problems were treated with pro- 
mazine. Six were alcoholics, three of 
whom were admitted in active or im- 
pending delirium tremens. Two were con- 
sidered to be borderline drug addicts. 

There was a favorable change in the 
clinical picture in 23 patients. All the 
patients received psychotherapy of vary- 
ing degrees; many were given other medi- 
cations in addition to promazine, several 
received the benefits of hospitalization, 
and 3 were given electroshock thera- 
py. The 7 not aided by drug therapy 
continued to exhibit depressive, anxiety 











TABLE 1 
SERIES OF 30 PATIENTS TREATED WITH 
PROMAZINE 
No. No. 
of Pa- Patients of Pa- 
Patients Benefited: tients: Not Benefitted : tients: 
Agitation and de- Anxiety state in 
pression in senile pseudoneurotic 
patients accom- schizophrenic 1 
panied by physical 
illness 7 Depression and 
Schizoid personality phobic pat = 
and depression 1  remaer ee Ssenize- 
phrenics 2 


Neurotic depression 
with typical vege- 
tative manifesta- 

tions 6 


Chronic latent para- 
noid schizophrenic 
with bodily de- 
Anxiety state with lusions 1 
depression, latent 
schizophrenic 1 Neurotic depression 
with phobias, anxi- 

ety and typical vege- 
tative manifesta- 

tions 3 


Borderline (or mild) 
drug addiction 


Alcoholism 
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and pseudoneurotic symptomatology which 
had been part of a lifelong pattern. 


No patient (except for the one with 
urticaria) experienced side effects trouble- 
some enough to cause cessation of medi- 
cation, which was continued from a few 
days to four months. The average period 
of treatment has been four to seven 
weeks. Sixteen experienced no side reac- 
tions of any sort. Dryness of the mouth, 
reported in 7 cases, may be related to the 
atropine-like action of the compound. 
When this symptom persisted beyond the 
first few days of treatment, and the dose 
could not be reduced without significant 
lessening of the ataractic action, 5 mg. of 
pilocarpine administered with each dose 
of promazine appeared to provide satis- 
factory control. Thus far a cardinal val- 
ue of the drug as compared to chlorpro- 
mazine, lies in the decreased frequency 
and severity of lethargy and absence of 
major side effects. Thus the dose may 
be increased more readily to the thera- 
peutic level of the individual patient. 


SUMMARY 

This paper concerns the addition of a 
new tranquilizing drug to the present 
armamentarium and obviously is an early 
and limited study. It should be fully kept 
in mind that promazine has not yet had 
the wide and more lengthy clinical appli- 
cation of some of the other tranquilizers. 
Thus far, it appears generally to be as ef- 
fective as any of the other tranquilizers 
and does not have many side effects. It 
apparently is less depressing and soporific. 
In this series, it was substituted in 2 cases 
each where cutaneous reactions and he- 
patic dysfunction had arisen with chlor- 
promazine and in none of the 4 cases did 
the side effect recur. The cardinal use 
of promazine to date seems to be in the 
treatment of the senile agitated person 
and the drug and alcoholic addicts, al- 
though it is also of definite value in other 
conditions. 

Valuable as are the ataractic com- 
pounds, however, it must always be re- 
membered that they cannot be expected to 
alter the underlying disease, and that in- 
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discriminate and ill-advised use of such 
agents is to be deplored.’” Administered 
properly in combination with time-proven 
measures, such drugs are of great ad- 
vantage for the management of the men- 
tally disturbed. New drugs do not alter 
the fact that the most frequently used 
drug in the practice of medicine still re- 
mains the physician himself. 
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MANAGEMENT OF COMBINED 
EXTERNAL NASAL AND 
SEPTAL DEFORMITIES * 

JACK R. ANDERSON, M. D. + 
WALLACE RUBIN, M. D. + 

The nasal septum is almost invariably 
involved in external nasal deformities and 
demands primary consideration if opti- 
mum functional, anatomic, and cosmetic 
results are desired when correction is at- 
tempted. If the nasal septum is not prop- 
erly managed at operation, it will have a 
tendency to drag the surrounding struc- 
tures out of their corrected positions when 
healing occurs and so cause a recurrence 
of the deformity and interference with 
nasal respiration. Choice of a reparative 
operation, therefore, depends upon the de- 
gree and character of the septal deflec- 
tion. 

There often appears in the general plas- 
tic surgery literature the statement that 
the external nasal correction and the sep- 
tal correction should not be combined. 
However, the rhinologist trained in nasal 
plastic procedures knows that there are 
many instances when it is impossible to 
restore normal nasal respiration without 
simultaneously correcting the external de- 
formity and the deviated septum; on the 
other hand, it would be impossible to place 
the septum in a normal position without 
an accompanying nasal plastic operation. 
Thus, it is evident that specialized train- 
ing gives the otolaryngologic plastic sur- 
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geon an insight that enables him to probe 
more deeply into the dual aspects of 
rhinology and plastic surgery and enables 
him to treat more adequately the highly 
complicated cases which resist usual ster- 
eotyped operative procedures. 


TYPES OF COMBINED NASAL DEFORMITIES 

For ease and clarity of discussion, the 
external nose should be visualized as be- 
ing divided into a bony portion and two 
cartilagenous portions, an upper and a 
lower. Combined septal and external nasal 
deformities may then be considered under 
the following headings: 


1. Septal 
deflections 
vault only. 

2. Septal 
deflections 
vault only. 

3. Septal deformities associated with 
deflections in both the upper and lower 
cartilagenous vaults. 

4. Septal deformities associated with 
humping or saddling but with no deflec- 
tion of the bony vault from the midline. 
5. Septal deformities associated with 
deflections of the bony vault, with or with- 
out humping or saddling. 


deformities associated with 
in the lower cartilagenous 


deformities associated with 
in the upper cartilagenous 


SEQUENCE OF THE OPERATIVE STEPS 

In all of these cases, satisfactory results 
will depend as much on the sequence of 
the operative steps as on the care with 
which each step is carried out. Irrespec- 
tive of the location of the obstruction, the 
following procedure should be followed: 

1. Uncover the bony and cartilagenous 
portions of the nose. 

2. Repair or remodel the lower car- 
tilaginous vault if necessary. 

3. Shorten the nose if necessary. 

4. Remove the external nasal deformi- 
ty. 

5. Correct the septal deformity. 

6. Narrow the nose. 

7. Replace cartilage between the septal 
membranes if possible. 


The nose is shortened before the septum 
is corrected because this procedure some- 
times eliminates, or markedly lessens cau- 
dal dislocations or deviations, as will be 
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seen later. The hump removal precedes 
the submucous resection in order that the 
integrity of the septal membranes will not 
be jeopardized. The septal deformity is 
corrected next so that it will not inter- 
fere with the narrowing or proper posi- 
tioning of the nasal bones. Thus, there is 
good reason for meticulous attention to 
operative sequence. However, it should be 
understood that, while the above is a 
broad outline, certain improvisations may 
have to be made to meet the situations 
posed by the individual case; it has been 
truly said that there is no such thing as 
a routine nasal plastic for not two opera- 
tions are exactly alike. 

SEPTAL DEFORMITIES ASSOCIATED WITH 

HUMPING OR SADDLING BUT WITH NO 


DEFLECTION OF THE NOSE FROM 
THE MIDLINE 


Figure 1 is an example of this type of 
deformity. It is considered first because 
it is the simplest type to correct. 

Underlying the bony hump deformity, the 
nasal septum was markedly thickened, both 
the upper portion of the septal cartilage 
and the adjacent perpendicular plate of 
the ethmoid being involved; the septal de- 





Figure 1 
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formity was clinically proven to be the 
cause of rather severe and prolonged 
headaches with which the patient suf- 
fered. Correcting the external deformity 
without simultaneously correcting the 
thickened septum would have been virtu- 
ally impossible inasmuch as the _ nasal 
bones could not have been approximated 
or properly realigned, and the patient 
would have had a flat, wide nasal dorsum 
postoperatively. 

The technic used in the submucous re- 
section was essentially that described by 
Killian ! in 1899, but access to the offend- 
ing portion of the septum was through the 
transfixion incision. Only that portion of 
the septum which was producing symp- 
toms and which interfered with narrow- 
ing the nose was removed. 


SEPTAL DEFORMITIES ASSOCIATED WITH 
DEFLECTIONS IN THE LOWER 
CARTILAGENOUS VAULT ONLY 


The most frequent deformity of: this 
type is the familiar caudal dislocation of 
the nasal septum as seen in Figure 2. Oc- 
casionally, this may be corrected by short- 
ening the nose. If this is not possible, 
the technic we have found most satisfac- 


Figure 2 
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tory is a modification of the one devised 
by Goldman.’ 

Through an incision in one side of the 
columella, a cartilage batten is introduced, 
care being taken that it extends below the 
level of the nasal spine to the premaxilla 
in order that postoperative retraction of 
the columella will be prevented. Through 
a transfixion incision the caudal margin 
of the septum is then exposed and the 
septal membranes elevated bilaterally 
from the floor to the roof of the nose and 
as far towards the nasopharynx as the 
deviation requires. Through the same in- 
cision, the nasal spine is exposed, mod- 
elled, placed in the midline following frac- 
ture, or excised, as necessary. The an- 
terior portion of the septal cartilage is 
severed from the maxillary crest and cor- 
rection of the deformity carried out by 
making the first of two vertical incisions 
14 inch beyond the transfixion, thereby 
producing segment 1; a second vertical in- 
cision is made 14 inch posteriorly and 
parallel to the first, producing another 
freely movable segment (segment 2), 
which acts as a buttress to segment 1. 
Any desired amount of cartilagenous or 
bony septum posterior to segment 2 is 
then removed. The maxillary crest is then 
trimmed or straightened as indicated. The 
mucoperichondrium is then reattached to 
the perichondrium by means of mattress 
sutures. Several septocolumellar sutures 
are next inserted to close the transfixion 
incision. 

It should be pointed out that, in such 
deformities, the convex side of the mucosa 
is shorter than the concave side; there- 
fore, the excess mucosa on the latter side 
must be excised so that the cartilage will 
not be pulled over to the shorter side 
when healing occurs. Sometimes it is 
necessary to place a mucosal graft in the 
floor of the nose on the short side to 
equalize such membrane tension. It should 
be noted that the upper lateral cartilages 
are not cut from the septum in this pro- 
cedure. 
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SEPTAL DEFORMITIES ASSOCIATED WITH 
DEFLECTIONS IN THE UPPER 
CARTILAGENOUS VAULT ONLY 


Such deformities are very rare, usually 
being associated with deflection in both 
the upper and lower cartilagenous vaults. 
Therefore, repair of this type will be dis- 
cussed under that heading. 


SEPTAL DEFORMITIES ASSOCIATED WITH 
DEFLECTION IN BOTH THE UPPER AND 
LOWER CARTILAGENOUS VAULTS 


In these deformities, the ventral mar- 
gin of the septum may be straight but de- 
viated from its central position, or it may 
present a C-shaped or S-shaped deviation. 

If the ventral margin of the septum is 
straight, but deviated from its central 
position, the upper lateral cartilages are 
always a party to the deformity, inasmuch 
as there is one short one (on the side of 
the deflection) and one long one (on the 
opposite side). The Goldman procedure 
may be used to advantage in such cases 
but must be modified to equalize the 
lengths, and so the postoperative pull, of 
the upper lateral cartilages; this is done 
by excision of a portion of the longer 
cartilage intramucosally after it is cut 
from the septum. In addition, we have 
found it desirable to remove a wedge, or 
sliver, of cartilage from the septum in a 
vertical direction at the point where the 
deviation begins, which is usually at the 
level of the lower border of the nasal 
bones. 

When there is a C-shaped or S-shaped 
deformity of the ventral margin, the up- 
per lateral cartilages are always involved 
and require trimming, straightening, or 
cross hatching. Here in order that the 
septal membranes may remain suspended 
and not be lost in the nose, the upper 
lateral cartilages are cut from the septum 
submucosally. The septum is then re- 
moved, after which the upper lateral car- 
tilages are treated as indicated. The max- 
illary crest and the nasal spine are cor- 
rected if required, and a batten of cartil- 
age is introduced between the membranes 
and fixed to the upper lateral cartilages 
by mattress sutures; such a batten must 
extend from the nasal dorsum to the max- 
illary crest and, inferiorly, to the trans- 
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fixion incision. Such battens are usually 
inserted after the nose has been loosely 
packed, the thought being that the pack- 
ing helps to keep them in the midline; we 
have additionally perforated the battens 
and notched their borders so that the in- 
termembranous fibrous tissue formed 
would prevent slipping, but we feel that 
the single most important factor in the 
prevention of postoperative recurrence of 
the septal deformity is equalization of 
membrane tension. Figure 3 demonstrates 
this deformity and its correction. 





Figure 3 


SEPTAL DEFORMITIES ASSOCIATED WITH 

DEFLECTION OF THE BONY VAULT, WITH 

OR WITHOUT HUMPING OR SADDLING 
In such instances it may be necessary 
to use a combination of procedures. It is 
always necessary, however, to equalize the 
lengths of the nasal bones, the upper lat- 
eral cartilages, and the septal mucoperi- 
chondrium, to straighten the nasal and 
frontal spines and the maxillary crest, 
and to guard against columellar retrac- 
tion. Furthermore, as we have mentioned 
previously, the proper sequence of opera- 
tive steps must be followed. Finally, in 
some deformities, it may be necessary to 
insert a graft the length of the dorsum 
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if properly aligning the nasal elements 
results in a lack of projection. 

Figures 4-A and 4-B are examples of 
this type of deformity. 





Figure 4-A. For cosmetic purposes, this pa- 
tient requires a chin implant which is planned 
at a later date. 





Figure 4-B 
SUMMARY 


1. The different types of combined ex- 


ternal nasal and septal deformities are 
discussed. 
2. Procedures used 


are outlined. 


in their correction 
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A STRANGE CASE OF DYSTOCIA* 
(DUE TO FECALITH IN RECTO- 
SIGMOID POUCH) 

LOUIS M. PALLES, M. D. 

NEW ORLEANS 
Masses which may obstruct the birth 
canal and impede vaginal delivery are 
commonly classified into four main cate- 
gories; namely, vulvovaginal, uterine, 
ovarian, and extragenital.! Vulvovaginal 
lesions such as lymphopathia venereum 
and vaginal cysts only occasionally cause 
dystocia.2, On the other hand, carcinoma 
of the cervix in a patient at term is an 
indication for cesarian section.* Uterine 
myomata usually rise out of the pelvis at 
term, and seldom obstruct labor.* While 
ovarian tumors complicating pregnancy 
usually cause no interference with vaginal 
delivery, they are ordinarily removed dur- 
ing the second trimester.®:* Some of the 
extragenital lesions which may inhibit 
normal delivery are bony abnormalities, 
pelvic kidneys, retroperitoneal tumors, and 
carcinoma of the rectum.?:* The disten- 
tion of the rectum is a rare cause for pel- 
vic obstruction. The following is a report 
of a patient belonging to the latter group. 
CASE REPORT 
Mrs. M. L. wa8 a twenty year_old white fe- 
male who was first seen’ at the Charity Hospi- 
tal at Lafayette, Louisiana, in 1951, with a his- 
tory of passing feces through the vagina since 
birth. She: had had amenorrhea for three months 
prior to this time. There was a markedly dis- 
tended abdomen. Pelvic examination revealed 
the presence of a fistulous opening between the 
rectum and a point just inside the vaginal ori- 
fice. Although the patient was thought to be 
pregnant at the time, none of the pelvic organs 
was palpable because of the distention. The 
anus was found to be imperforate. The disten- 
tion was felt to be due to fecal retention, and 
x-rays of the abdomen confirmed this impression 

but otherwise revealed nothing of note. 

She was taken to surgery and a transverse 
loop colostomy with decompression was per- 
formed. After recovery from her first opera- 
tion, and after evacuation of multiple fecal im- 
pactions from the large bowel, she was again 
taken to surgery where the fistulous tract was 
closed, and anorectal continuity reestablished. 


*From the Department of Obstetrics and 
Gynecology, Louisiana State University School 
of Medicine, New Orleans, Louisiana, and the 
Lafayette Charity Hospital, Lafayette, Louisiana. 
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The colostomy was allowed to remain, however, 
and the rectum soon became stenotic in spite of 
attempts at dilatation. Two months after the 
second procedure the patient spontaneously de- 
livered a six-pound stillborn infant at another 
hospital. She did not return for follow-up ex- 
amination, and therefore remained with double 
loop colostomy. 

In October 1955, the patient again presented 
herself at Lafayette Charity Hospital. She was 
at full term gestation and in early labor. Phy- 
sical examination revealed a functioning trans- 
verse colostomy. The fundus measured 37 centi- 
meters in height and the fetal heart tones were 
normal. On pelvic examination the cervix was 
well effaced and 1 centimeter dilated. The ver- 
tex was very high above the inlet due to the 
presence of a mass about 9 centimeters in diam- 
eter located within the true pelvis and to the 
left. This mass was stony hard, but slightly 
movable, and gave the patient an effective true 
conjugate of only 4 to 5 centimeters. The rec- 
tum was stenosed and would not admit an ex- 
amining finger. 

X-ray pelvimetry indicated adequate bony 
diameters, but confirmed the presence of the 
pelvic mass. 





Our impression was that this represented an 
impacted fecalith due to spillage into the “blind” 
distal colostomy loop. Since this was a fixed 
and unyielding mass and the patient was in ac- 
tive labor, a decision was made to deliver her 
by cesarean section. A Munro-Kerr type opera- 
tion was done under spinal anesthesia, and a 
viable infant weighing 7 pounds, 15 ounces de- 
livered. Exploration of the pelvis disclosed that 
the mass previously described was located in the 
rectosigmoid colon, and a second smaller mass 
approximately 6 centimeters in diameter was 
present in the sigmoid above the first. The 
bowel wall at these points appeared ischemic 
and atrophic. The abdomen was closed in layers 
and the patient’s postoperative course was un- 
eventful. 


Although the patient had readily consented 
to the cesarean section, she refused to be con- 
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sidered a candidate for any further corrective 
surgery. She was happy and well adjusted to 
her colostomy, and failed to appear for her 
postoperative check-up after discharge from the 
hospital. 
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RISKS OF BLOOD TRANSFUSIONS 
The transfusion of blood from one in- 


dividual to another, which was a com- 
paratively infrequent occurrence’ three 
generations ago, is now commonplace. 


Painstaking study by thousands of investi- 
gators has made available a medical re- 
source of great therapeutic value and fre- 
quently of life-saving therapy. The vast 
majority of transfusions are completed 
with no untoward events. However, in 
spite of meticulous care, untoward re- 
actions continue to occur in a certain per- 
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centage, and the importance of these re- 
actions, while recognized by the clinician, 
has to be balanced against the therapeutic 
benefit of the procedure. In assessing the 
dangers, in contrast with the benefits, two 
groups of phenomena have to be taken 
into consideration and viewed in the light 
of both medical and the medicolegal im- 
plications. 

The first of these is the group of dis- 
turbing occurrences, or untoward reac- 
tions, which may develop within the first 
forty-eight hours. Unexpected events ob- 
served within this time are looked upon 
by competent blood bank directors as pos- 
sibly due to the transfused blood, and are 
a signal for a systematic investigation of 
the whole immunohematological picture, in 
order that it may be clarified. Symptoms 
may develop with reference to any of the 
major organ systems. Untoward reactions, 
however, are usually grouped under the 
following headings concerning which a 
brief discussion is regarded as being in 
order. Those listed are: allergic, chemical, 
cardiovascular, bacterial, thermal, hemo- 
lytic and pseudohemolytic, to which must 
be added psychogenic reaction, although 
the cause of such is not within the field 
of material objects. 

The allergic reaction is the most com- 
mon and is due to the existence in the 
blood of the donor, of substances, perhaps 
food products, to which the recipient is 
sensitive. These may be disturbing but 
are seldom serious. 

Chemical reactions are those considered 
to be due to some substance which has 
been added to the blood as a technical or 
therapeutic procedure. Vitamin concen- 
trates may be regarded as an example. 

Bacterial reactions are at present un- 
common, although the elimination of such 
bacteria as may cause them has made 
necessary certain types of preparation 
techniques and sterilization procedures not 
previously understood or needed. 


Cardiovascular reactions are _ those 
caused by alteration of the blood volume 
in an individual who is in marginal or 
obvious congestive failure and who is un- 
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able to compensate for the added work on in 24. There were 4 hemolytic reactions 
the heart. without deaths; 2 pseudohemolytic without 
Thermal reactions may vary from a_ deaths; 24 chemical reactions; and 2 car- 
temperature of 99 for several days up to diovascular. 
one of 104, more or less. Such reactions The other type of danger from whole 
have been the source of concern since blood or blood component transfusions 
transfusion was first undertaken. It is refers to homologous serum jaundice.. Cer- 
worthy of note that as the many factors tain authorities have calculated that at 
entering into the reactions that take place the present time there is a 1 per cent risk 
between the blood of two individuals have of a patient who receives a pint of blood 
been understood, the danger and frequency developing homologous serum jaundice 
of thermal reactions has been progress- within the succeeding year. The incuba- 
ively decreased. tion period has been regarded as two to 
The hemolytic reactions are the special four months with an average of three. 
field of the immunohematologist and are However, it is now known that it may de- 
regarded as being due to incompatibility Velop up to a year. It is stated that plas- 
factors which cannot always be detected ™a is even more apt to produce jaundice 
in routine typing and matching. With the ®@nd that no method of plasma preparation 
present standards of care and caution, is sufficient to insure that jaundice can- 
they are infrequent but their danger is ot develop. It is interesting to note in 
ever present. this connection that the method of allow- 
Pseudohemolytic reactions may occur in ‘8 the plasma to remain at room tem- 
recipients who have blood dyscrasias and perature for — months to a year was 
are believed to be due to protein sub- followed in some instances by the develop- 
stances in the donor’s plasma. ment of jaundice, but at a greater incuba- 


, P tion period up to a year. 

In a series of whole blood transfusions, Reflection on considerations such as 
administered under conditions as carefully th salad eens Mate sks t < 
Sed ese indicates clearly that when a trans 
controlled as team work and organization fusi ‘ since tin tence tm» tox as 

requirements can produce,* 26,439 trans- ee en d : 
fasinne ween aie ta the otc yee, 1008 tained should clearly override the risks 
: : involved. It is also a matter of no small 
= 1966. Untoward reactions were report- importance that the physician who orders 
ed in only 676, which is an average of 2.55 the transfusion, and the hospital and or- 
_— cent. The commonest of these — the ganization which give it, should have in 
allergic reaction occurring in 420 = os signed permission given by the patient 
stances, followed by the thermal — ction a statement assuming the inevitable risk. 
in 128, with high fever in 42 additional Competent immunohematologists have 
quoted themselves as looking on a pint of 
* Private communication from Dr. J. W. Daven- blood as a package of dynamite. We are 
port, Director of the Blood Transfusion Service, thankful to them that the dynamite ex- 

Southern Baptist Hospital, New Orleans. plodes so rarely. 


patients. Chemical reactions were noted 
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ORGANIZATION SECTION 


The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 


An informed profession should be a wise one. 


AMA MEETING House of Delegates at the recent meeting in 
June 11-15, 1956 Chicago. 
This summary covers only a few of the many Hospital accreditation, evaluation of graduates 


important subjects dealt with by the A. M. A. of foreign medical schools, private practice by 
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medical school faculty members, federal aid to 
medical education and premature publicity on 
new drugs were among the major subjects acted 
upon by the House of Delegates at the Ameri- 
can Medical Association’s 105th Annual Meeting 
held June 11-15 in Chicago. 

Dr. David B. Allman, surgeon of Atlantic 
City, N. J., was named unanimously as president- 
elect for the coming year. A member of the 
A.M.A. Board of Trustees since 1951 and also 
chairman of the Committee on Legislation, Dr. 
Allman will become president of the American 
Medical Association at the June, 1957 meeting 
in New York City. He will succeed Dr. Dwight 
H. Murray of Napa, Calif., who took office at 
the Tuesday evening inaugural program in the 
Chicago Civic Opera House. 

The House of Delegates selected Dr. Walter 
L. Bierring of Des Moines, Iowa, as recipient of 
the 1956 Distinguished Service Award of the 
American Medical Association for his long and 
outstanding contributions to medicine and hu- 
manity. Dr. Bierring, a past president of the 
A.M.A., was honored for his achievements in 
the fields of public health and medical examin- 
ing board work. He formally accepted the 
award at the Tuesday inaugural program. 


Total registration at the end of the fourth 
day of the meeting, with half a day still to go, 
had reached 22,394, including 9,793 practicing 
physicians and 12,601 residents, interns, medical 
students and guests. 


Hospital Accreditation 

The House of Delegates approved the report 
of the Committee to Review the Functions of 
the Joint Commission on Accreditation of Hos- 
pitals, which was appointed by the Speaker as 
a result of action taken at the June, 1955, meet- 
ing. The Committee came to the following con- 
clusions: 

“1. Accreditation of hospitals should be con- 
tinued. 

“2. The Joint Commission should maintain 
its present organizational representation. 

“3. The Board of Trustees should report an- 
nually to the House of Delegates on the activi- 
ties of the Joint Commission. 

“4, Physicians should be on the administra- 
tive bodies of hospitals. 

“5. General practice 
should be encouraged. 

“6. Staff meetings required by the Joint 
Commission are acceptable, but attendance re- 
quirements should be set up locally and not by 
the Commission. 

“7. The Joint Commission should not concern 
itself with the number of hospital staffs to 
which a physician may belong. 

“8. The Joint Commission is not and should 
not be punitive. 

“9. The Joint Commission 


sections in _ hospitals 


should publicize 
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the method of appeal to hospitals that fail to 
receive accreditation. 

“10. Reports on surveys should be sent to 
both administrator and chief of staff of hospital. 

“11. Surveyors should be directly employed 
and supervised by the Joint Commission. 

“12. Surveyors should work with both admin- 
istrator and staff. 

“13. New surveyors should receive better in- 
doctrination. 

“14, Blue Cross and other associations should 
be requested not to suspend full benefits to non- 
accredited hospitals until those so requesting 
have been inspected. 

“15. The American Medical Association should 
conduct an educational campaign for doctors 
relative to the functions and operations of the 
Joint Commission. 

“16. The Committee also suggests that the 
American Medical Association and the American 
Hospital Association encourage educational meet- 
ings for hospital boards of trustees and ad- 
ministrators either on state or national levels 
to acquaint these bodies with the functions of 
accreditation. 

“17. This Committee asks to be discharged 
upon submission of this report to the House of 
Delegates.”’ 

The House also approved a reference com- 
mittee suggestion that the following statement 
be added to strengthen the report: 

“The Committee recommends that the com- 
missioners to the Joint Commission on Accredi- 
tation of Hospitals, appointed by the Board of 
Trustees of the American Medical Association, 
urge that Commission to study: 

“1. The problems of the exclusion from hos- 
pitals and arbitrary limitation of the hospital 
privileges of the general practitioner, and 

“2. Methods whereby the following stated 
principles may be achieved: 

““*The privileges of each member of the med- 
ical staff shall be determined on the basis of 
professional qualifications and demonstrated 
ability. 

“*Personnel of each service or department 
shall be qualified by training and demonstrated 
competence, and shall be granted privileges com- 
mensurate with their individual abilities.’ ” 

Graduates of Foreign Medical Schools 

The House of Delegates approved in principle 
a program for the evaluation of graduates of 
foreign medical schools seeking hospital positions 
in the United States. The proposed program 
was developed by the Cooperating Committee on 
Graduates of Foreign Medical Schools, repre- 
senting the A.M.A. Council on Medical Educa- 
tion and Hospitals, American Hospital Associa- 
tion, Association of American Medical Colleges 
and Federation of State Medical Boards of the 
United States. 

The following principles were emphasized by 
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the Council on Medical Education and Hospitals 
in its report recommending A.M.A. participation 
in the program: 

“1. Although the responsibility to share edu- 
cational opportunities in medicine is recognized, 
the primary concern must be for the health care 
of the American public. Thus, before assuming 
responsibility for the care of patients as interns 
or residents, all graduates of foreign medical 
schools (immigrants, exchange students and 
American graduates of foreign medical schools) 
should give evidence, as nearly as can be mea- 
sured, of having reached a level of educational 
attainment comparable to that of students in 
American schools at the time of graduation. 

“2. The primary objective of this Committee 
is to devise an effective mechanism for measur- 
ing educational attainment in the absence of 
intimate and continuing knowledge of the edu- 
cational background of foreign-trained physi- 
cians. This mechanism should provide hospitals 
with pertinent information regarding the medi- 
cal qualifications of foreign-trained physicians 
seeking positions as interns or residents. It 
should not interfere with the hospital’s privilege 
of making its own selection among qualified 
physicians, nor should it serve as a_ substitute 
for or interfere with the normal licensure pro- 
cedures of the various state boards. 

3. It is not intended that this mechanism 
be applicable to those foreign medical school 
graduates in this country as temporary students 
participating in programs of medical and related 
studies in recognized universities, medical 
schools and postgraduate schools, who by the 
very nature of their study are not involved in 
the responsibility of patient care.” 

The proposed plan calls for reestablishment of 
a central administrative organization to evaluate 
the medical credentials of foreign trained phy- 
sicians desiring to serve as interns or residents 
in American hospitals. Basic requirements would 
include satisfactory evidence of at least 18 years 
of total formal education, including a minimum 
of 32 months in medicine exclusive of any time 
which in this country would be considered as 
premedical study or internship. Applicants with 
satisfactory credentials then would take a 
screening examination to determine their medi- 
cal knowledge and their facility with the Eng- 
lish language. Successful applicants then would 
be certified to hospitals and other interested or- 
ganizations, with the approval of the foreign- 
trained physician concerned. 


Private Practice by Medical School 
Faculty Members 
Another major action by the House involved 
the problem of private practice by medical 
school faculty members, which has been under 
study by the Committee on Medical and Re- 
lated Facilities of the Council on Medical Ser- 
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vice. The House adopted a Council report which 
stated “that it shall be the policy of the Ameri- 
can Medical Association that funds received 
from the private practice of medicine by sal- 
aried members of the clinical faculty of the 
medical school or hospital should not accrue to 
the general budget of the institution and that 
the initial disposition of fees for medical ser- 
vice from paying patients should be under the 
direct control of the doctor or doctors rendering 
the service.” 

It was further recommended that adequate 
liaison be developed and maintained between 
each county medical society and any medical 
school or schools in its area; that the Council 
on Medical Education and Hospitals and the 
Association of American Medical Colleges urge 
all medical schools to assist and work with med- 
ical societies in developing such liaison, and that 
publicity emanating from a medical school 
should be in good taste and of a type which has 
the approval of the general medical community 
in that area. 

The adopted report also said: “It is not in 
the public or professional interest for a third 
party to derive a profit from payment received 
for medical services, nor is it in the public or 
professional interest for a third party to inter- 
vene in the physician-patient relationship.” 


Federal Aid to Medical Schools 

One of the most controversial subjects of de- 
bate on the floor of the House was a resolu- 
tion expressing strong opposition to S. 1323, a 
bill in Congress providing for one-time, match- 
ing grants to medical schools for construction 
purposes. The Association in recent years has 
been supporting such legislation in principle, 
with certain reservations concerning details of 
some provisions. The House reaffirmed that 
policy by approving a reference committee state- 
ment which said: 

“We appreciate the intent with which this 
resolution was introduced, but at the same time 
we feel that there are many economic and 
geographical factors involved, which might not 
make this resolution practical on a_ national 
level. Inasmuch as no evidence was offered to 
this Committee to justify a change in the pre- 
viously declared policy of the House of Dele- 
gates, your Committee recommends that this 
resolution be not adopted.” 


Premature Drug Publicity 

The House adopted a_ substitute 
which read: 

“Whereas, In recent years, events have indi- 
cated the necessity for a closer liaison between 
the pharmaceutical manufacturer and the Ameri- 
can Medical Association; and 

“Whereas, In view of the tremendous number 
of new drugs being developed and the expanding 
research programs in medical colleges, clinics 


resolution 





268 






and hospitals being financed by the drug indus- 
try, it is imperative that the manufacturer and 
the medical -profession develop cooperatively 
guiding principles which will protect the Ameri- 
can people from being subjected to the prema- 
ture release of information pertaining to new 
products or techniques; and 

“Whereas, Competition within the pharmaceu- 
tical industry has become extremely keen so 
that in the advertising of their products drug 
manufacturing firms have been forced into the 
expenditure of larger and larger sums of money 
and in increasingly broader fields of advertising; 
therefore be it 

“Resolved, That the Board of Trustees of the 
American Medical Association appoint a liaison 
committee to meet with representatives of the 
pharmaceutical manufacturers to accomplish this 
objective.” 


Miscellaneous Action 

Among many other actions on a wide variety 
of subjects, the House also: 

Approved a Board of Trustees statement on 
Social Security which included the following: 
“It is imperative that we distinguish clearly be- 
tween this problem of coverage of physicians 
and the far more dangerous disability proposal. 
The fact should be recognized that the shape 
of medical practice in the future is not directly 
related to the inclusion or exclusion of physicians 
under OASI. It is a matter of vital importance to 
us as individuals, but it cannot, per se, stimulate 
further government intrusion into medical care. 
On the other hand, the disability amendment 
obviously brings the Social Security Adminis- 
tration closer to the regulation of medical care 
than ever before.” 

Adopted a resolution amending the Bylaws to 
provide that the Vice President, Treasurer, 
Speaker and Vice Speaker of the House of Dele- 
gates shall be ex officio members of the Board 
of Trustees with all the rights and duties of the 
Board without the right to vote. 

Increased membership of the Council on Medi- 
cal Service from six to nine active or service 
members and eliminated all ex officio members 
except the immediate Past President. 

Directed the Council on Medical Service and 
the Council on Industrial Health to reconsider 
the “Guiding Principles for Evaluating Manage- 
ment and Union Health Centers” through their 
joint Committee on Medical Care for Industrial 
Workers and to so revise the guides that they 
conform completely with the Principles of Medi- 
cal Ethics. 

Authorized the Committee on Federal Medical 
Services to make a continuing study of all 
aspects of VA medical activities under the basi- 
policv established in June, 1953, and suggested 
reconsideration of the temporary’ exceptions 
respect to neurorsy- 


made at that time with 
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chiatric and tuberculous disorders. 

Recommended that the Board of Trustees 
select New York City as the place of the 1961 
annual meeting. 


Opening Session 

At the Monday opening session Dr. Elmer 
Hess, outgoing A.M.A. President, warned that 
the medical profession must be prepared to face 
an all-out drive by some laber groups for 
national compulsory health insurance. Dr. Dwight 
H. Murray, then President-Elect, told the House 
that general practitioners and specialists must 
guard against “any cleavage within our profes- 
sion,” and he urged strength through unity. 

Dr. Lowell T. Coggeshall, special assistant to 
Secretary Marion B. Folsom of the U. S. De- 
partment of Health, Education and Welfare, 
assured the House that the over-all objectives of 
HEW are in accord with those of the A.M.A. 
A memorial plaque honoring the late Dr. Carl 
M. Peterson, secretary for 17 years of the 
A.M.A. Council on Industrial Health, was pre- 
sented by Dr. Ross McIntire on behalf of the 
President’s Committee on Employment of the 
Physically Handicapped. The Illinois State Med- 
ical Society presented a check for $164,940 to 
the American Medical Education Foundation. 

Inaugural Program 

Dr. Murray, in his inaugural address at the 
Tuesday evening ceremony in the Chicago Civic 
Opera House, declared that “what we need most 
in medicine today is to find some way of com- 
bining modern scientific methods with the per- 
sonal, friendly touch of the old-time family 
doctor.””’ The inaugural program, which included 
the Bluejacket Choir of the U. S. Naval Train- 
ing Center at Great Lakes, IIl., was telecast over 
Station WBKB in Chicago. 


Election of Officers 

In addition to Dr. Allman, the new President- 
Elect, the following officers were elected: 

Dr. F. S. Crockett of Lafayette, Ind., Vice 
President; Dr. George F. Lull of Chicago, Secre- 
tary; Dr. J. J. Moore of Chicago, Treasurer; Dr. 
Vincent Askey of Los Angeles, Speaker, and 
Dr. Louis Orr of Orlando, Fla., Vice Speaker. 

Dr. Julian Price of Florence, S. C., was re- 
elected to the Board of Trustees, and Dr. Hugh 
Hussey of Washington, D. C., was named to 
succeed Dr. Allman. Dr. Robertson Ward of San 
Francisco was elected to the Judicial Council to 
succeed Dr. Walter F. Donaldson. 

Reelected to the Council on Medical Educa- 
tion and Hospitals were Dr. Guy A. Caldwell of 
New Orleans and Dr. John W. Cline of San 
Francisco. Dr. Walter E. Vest of Huntington, 
W. Va., was named to succeed Dr. Louis A. 
Buie on the Council on Constitution and Bylaws. 

Elected to the Council on Medical Service 
were Dr. Carlton Wertz of Buffalo, N. Y., to 
succeed himself, and Dr. J. F. Burton of Okla- 
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homa City to succeed the late Dr. A. C. Scott, 
Jr. of Texas. Named for the three new places 
created on the Council on Medical Service were 
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Dr. Thomas Danaher of Torrington, Conn.; Dr. 


R. M. McKeown of Coos Bay, Ore., and Dr. 
Lafe Ludwig of Los Angeles. 
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CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society 


Date Place 

Calcasieu Fourth Tuesday every other month Lake Charles 
East Baton Rouge Second Tuesday of every month Baton Rouge 
Morehouse Third Thursday of every month Bastrop 
Natchitoches Second Tuesday of every month 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
Tangipahoa Second and fourth Thursdays 

of every month Independence 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 


LYMPHOGRANULOMA VENEREUM SURVEY 
Dr. N. P. Sinaly, Consultant, Section of Vene- 
real Disease Control, Louisiana State Department 
of Health, surveyed 110 male inmates of the Or- 
leans Parish Prison in January, 1956. The Frei 
test and the lymphogranuloma venereum com- 
plement fixation test were used in the survey. 
All positive reactors to either test were examined. 
Only one white male of 43 tested had a positive 
Frei test. The L.G.V.C.F. test was non-reactive. 
This patient exhibited no clinical evidence of ac- 
tive disease. Eight of 67 Negro males reacted 
positively to the Frei test but only two of these 
had a reactive L.G.V.C.F. test, and neither of 
these had evidence of active disease at the time 
of interview and examination. All eight of the 
Negroes who reacted to the Frei test gave a his- 
tory of antecedent lesions compatible with lymph- 
ogranuloma venereum. A rectal and genital ex- 
amination was performed on each reactor. 





NEWS ITEM 
At the annual meeting of the Louisiana Derma- 
tology Society, recently held in New Orleans, Dr. 
David F. Bradley was elected President and Dr. 
Raphael Ross, Jr., was elected Secretary and 
Treasurer for 1956-57. 





PSYCHIATRIST ISSUES HYPNOTISM 
WARNING 

Hypnotism can be a useful tool in the hands 
of a qualified specialist, but it can be ‘‘down- 
right dangerous’”’ when used by an irresponsible 
person, reports a New York psychiatrist. 

Writing in the February Today’s Health, pub- 
lished by the American Medical Association, Dr. 
James A. Brussel, Willard, N. Y., warned against 
the indisciminate use of hypnotism by lay per- 


sons to “cure’’ symptoms—both physical and 
mental—and to develop delusions such as ‘‘mas- 
tery of the mind.” 

He said three principles regarding hypnotism 
to which medical science subscribe are: 1. Where 
hypnotism removes symptoms, and illness may 
be obscured and prolonged, since causes are not 
treated. 2. Where hypnotism treats emotional 
symptoms instead of causes, more serious per- 
sonality defects may occur. 3. Where hypnotism 
evokes delusions, habits of thought as harmful 
as drug addiction may be formed. 

Hypnotism can be useful, especially in psycho- 
therapy, by relieving certain symptoms and 
manifestations. However, these very gains are 
exploited by untrained and irresponsible persons, 
Dr. Brussel said. 





DOCTORS LEAVE BANDAGES OFF 
SURGICAL WOUNDS 

Further evidence of the safety and practicali- 
ty of leaving clean chest and abdomen surgical 
wounds uncovered by dressings was given re- 
cently by three Des Moines, Iowa, Veterans 
Administration hospital physicians. 

They said in the Feb. 18 Journal of the Ameri- 
can Medical Association that clean wounds with- 
out dressings appear to heal more rapidly and 
with less reaction than covered wounds. 

In addition, the nondressing of such wounds 
is convenient, saves surgical dressings costs and 
the time of doctors and nurses, and eliminates 
the cumbersome dressings and irritation of ad- 
hesive tape, Drs. Louis T. Palumbo, Philip J. 
Monnig, and Dudley E. Wilkinson said. 

The method was first recommended before 
1920, but has not been used extensively, they 
said. 
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Differential Diagnosis, the Interpretation of Clini- 
cal Evidence; by A. McGehee Harvey and James 

‘Bordley III, Philadelphia, Pa., W. B. Saunders 

Co., 1955, Pp. 665, Price $11.00. 

For many years the clinical-pathological con- 
ferences at the Johns Hopkins Hospital were held 
by the late Dr. Louis Hamman and Dr. Arnold 
R. Rich. Dr. Hamman’s discussions became re- 
nowned as models in the approach to clinical 
diagnosis and in the interpretation of clinical evi- 
dence. The authors of the present volume ac- 
knowledge their great debt to their former teacher 
and colleague in the preparation of this volume, 
and Hopkins students of years past will surely 
recognize his impress on its pages. 

The book is divided into (1) a brief general in- 
troduction, (2) a series of chapters devoted to 
common clinical problems such as heart failure, 
pain in the chest, hematemesis and melena, jaun- 
dice, ete. (3) a longer chapter dealing with special 
diagnostic problems, including certain rare 
and (4) a group of 11 problem cases on 
which the reader will be able to try his diagnostic 
skill. 

Each chapter dealing with a given clinical prob- 
lem begins with a general discussion, in which 
are included very useful tabular listings of diag- 
nostic possibilities. Then follows a group of case 
presentations which have been chosen almost en- 
tirely from the files of “C.P.C.s” given at Hop- 
kins. As one would expect from its source, the 
quality of the discussions sampled by the reviewer 
is uniformly excellent. 


dis- 
eases, 


Let the warning be given that this is not a book 
to be read through in several sittings; indeed, one 
case history after another is for most a veritable 
literary obstacle course. However, it can be used 
with much pleasure and profit by student or physi- 
cian when faced with a specific clinical problem. 
In this situation the student and house officer will 
be greatly helped in organizing their thoughts 
about a case and I believe in planning the hospi- 
tal work-up. More experienced physicians will 
find it useful in preparing case discussions, and 
especially in preventing the embarrassing sin of 
failing to consider the retrospectively obvious 
diagnostic possibility. There is a well chosen 
bibliography at the.end of each chapter and an 
index. 

The reviewer’s main criticism of the volume is 
the brevity of some of the general discussions 
which precede the case presentations. A few of 
these are little more than slightly padded lists. 


E. B. Fercuson, Jr., M. D. 


Ion Exchange and Adsorption Agents in Medicine. 
The Concept of Intestinal Bionomics; by Gustav 
J. Martin, Se. D., Boston, Mass., Little Brown 


& Co., 1955, Pp. 333, Price $7.50. 

The growing therapeutic use of ion exchangers 
in medicine has led to a need for a coverage of 
the theoretical and clinical sides of this field. In 
the opinion of the reviewer, this need could have 
been filled much better by an author without bias. 
This book serves the author’s purpose, as avowed 
in his preface, of “substantiation of my major 
theme’”’, that is, of acting as sounding board for 
his hobby-theory of autointoxication as the cause 
of “all chronic degenerative disease”’. 

The reviewer is not competent to evaluate the 
clinical section, but he is competent to recognize 
such faults as the author’s obvious unfamiliarity 
with the work of Cohn, et al., displayed by gross 
misrepresentation on page 48. Further, the re- 
viewer questions the coincidence whereby toxic 
materials are absorbed on resins, etc., while nu- 
trients are not. This is the impression given in 
the latter half of the book, while the earlier sec- 
tions parrot experiments indicating adsorbent af- 
finities for nutrients. 

An obvious kinetic explanation turns upon the 
intestinal absorption (into the blood) of nutrients 
and their consequent drop in concentration within 
the intestinal lumen. Operating in the opposite 
direction is the intestinal excretion of toxins; the 
direct result of build-up of their concentration 
would be increased absorption by resins, ete. The 
simultaneous liberation of nutrients and uptake 
of “toxins” is effected in a mutually helpful 
mechanism not unlike the release of O, and pickup 
of CO, by blood within a muscle. 

This book could be freely recommended by this 
reviewer only to those already well versed in the 
theoretical and clinical phases of ion exchange 
and adsorption. The author’s contentions remain, 
in his own words, “unsubstantiated by clinical in- 
vestigation”’. 

J. E. MULDREY 


PUBLICATIONS RECEIVED 

The C. V. Mosby Co., St. Louis: Diseases of 
the Skin, by Richard L. Sutton, Jr., M.D. (11th 
edit.). 

W. B. Saunders Co., Phila.: The Morphology 
of Human Blood Cells, by L. W. Diggs, MD., 
Dorothy Sturm, and Ann Bell, B.A.; Physical 
Diagnosis, by Ralph H. Major, M.D., and Mah- 
lon H. Delp, M.D., (5th edit.). 

Charles C Thomas, Publisher, Springfield, IIl.: 
Techniques and Procedures of Anesthesia, by 
John Adriani, M.D. (2nd edit.); Human Pers- 
piration, by Yas Kuno, M.D., edited by Robert 
F. Pitts, M.D. 





